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“M" Doctor certainly hated figuring and 
re-figuring proportions of milk, carbo- 
hydrates, water for feeding formulas. 

“Then he looked into S-M-A. And I was on 
S-M-A—as soon as he saw what a dependable 
pon it was to shortcut that old arithmetic. In 
only two minutes he explained to my Mummy 
how to mix and feed my S-M-A. 

“He knows that in S-M-A I’m getting an infant 
food that closely resembles breast milk in digesti- 
bility and nutritional completeness. ' 


WAY TO GO 


ALL-OUT eee 


ALL IN!” 





“Since my doctor put me on S-M-A I’m 
happy, strong ’n’ growin’. Mummy’s happy 
*cause I’m happy, and feeding’s easier for her. 
And Doctor’s an y — ‘cause he can lick his 
extra wartime ne without feeling all in. 

“If you ask me—EVERYBODY’S happy if 
it’s an S-M-A baby!” 


Anutritional product of the S.M.A. Corporation, 
Division WYETH Incorporated 


S-M-A is derived from tuberculin-tested cows’ milk, the fat of which is replaced by animal and vegetable 
fats, including biologically tested cod liver oil, with milk sugar and potassium chloride added, altogether 
forming an antirachitic food. When diluted according to directions, S-M-A is essentially similar to human 
milk in percentages of protein, fat, carbohydrate, ash in chemical constants of fat and physical properties, 


Crerybodje HAPPY IF IT’S AN 


BABY! 


REG. U. S. PAT. OFF. 
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MEDICAL MANAGEMENT OF PEPTIC ULCER 


J. A. LEPAK, M.D., F.A.C.P. 
Saint Paul, Minnesota 


HE management of peptic ulcer naturally pre- 

supposes a knowledge or, at least, a certain 
understanding of the fundamental principles in- 
volved in the initiation, production and perpetua- 
tion of ulcer. Since the discussion is limited to 
the treatment, obviously only such etiological fac- 
tors and physiologically disturbing phenomena of 
motor and secretory functions will be emphasized 
as may contribute directly to a better comprehen- 
sion of the medical management of peptic ulcer. 
To maintain that peptic ulcer is a constitutional 
disease and, like tuberculosis or diabetes, is more 
often arrested than cured, aids tremendously in 
the evaluation and appreciation of the many and 
diverse etiological theories. The constitution, 
subject to attack in various degrees, by different 
agents, and under diverse conditions, may react 
differently in different individuals, and, conse- 
quently, there may be room for broad thinking 
and much speculation in the quest for the etiology 
of ulcer. 


Etiological Theories 


Many theories are offered, therefore, to ex- 
plain the etiology of peptic ulcer. The most com- 
mon, however, deal with heredity, vascular dis- 
turbances, nervous action, acid factor, trauma, 
infections, limited tissue defense and toxins. 

Draper? calls attention to the “tall, lanky, long 
chested ulcer type of individual.” 
diathesis” 


A “duodenal 
occurring “particularly in men of an 
athletic type with relatively short, broad chest” 
Read in Symposium on Peptic Ulcer at the annual meeting of 


the Minnesota State Medical Association, Rochester, Minnesota, 
April 13, 1944. 
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is described by Hurst.* Supporting further the 
hereditary tendency of ulcer, Eusterman and 
Balfour® state: ‘We have operated on two or 
more members of the same family often enough 
to gain the impression that not only is the familial 
incidence more frequent than is generally appre- 
ciated but that the character of the lesion and 
its complications is often strikingly similar in 
the members of a family. This is particularly 
true in respect to acute perforation and hemor- 
rhages.” Following Virchow’s original sugges- 
tion to explain “funnel-shaped ulcers” by vas- 
cular obstruction, many papers have appeared 
dealing with embolism, thrombosis, and repeated 
muscular and vascular spasm as the cause of 
ischemia to the mucous membrane. Reeves® has 
greatly broadened this horizon with his studies 
of the vessels of the stomach and duodenum and 
their relation to the ulcer in the filled and empty 
organs. The neurogenic origin of ulcer has also 
many enthusiastic advocates. Positive and neg- 
ative proofs have been advanced to show the 
nervous relationship. Cushing’ reported, for ex- 
ample, ‘““Three cases of cerebellar tumor in which 
the patients died from perforation of the eosopha- 
gus, stomach, or duodenum.” Experimentally, 
stimulation of the vagus nerves of the stomach 
has led to spasm and finally to the production 
of an ulcer. Severing of the vagus again, has 
prevented formation of ulcer following certain 
The 
acid factor, notably today, enjoys the greatest 
popularity. Hyperacidity almost universally and 


operations which usually produce an ulcer. 
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frequently hypersecretion are found where pep- 
tic ulcer exists. The experimental work of 
Mann*® and his coworkers very forcibly supports 
the acid thesis of pathogenesis. Infection is re- 
sponsible for the recurrence of many chronic ul- 
cers. Streptococci in pure culture isolated by 
Rosenow'! from active chronic ulcers and in- 
jected in experimental animals produced inflam- 
matory lesions in corresponding parts of the 
stomach or duodenum. Trauma, either chemical 
or mechanical, favors ulcer production because it 
lowers tissue defense. And thus it permits cer- 
tain toxins, whether exogenous or endogenous, 
ordinarily inocuous, to become corrosive and de- 
structive to the mucous membranes. 

Rivers’® aptly summarizes the various etiologic 
considerations when he states: “A combination 
of local and systemic factors is apparently re- 
quired to produce a chronic ulcer. Acid and pep- 
sin, chemical and mechanical irritants are always 
present and frequently damage the mucosa. This 
damage is usually readily repaired because of the 
presence in the tissues of a factor of defense 
against the aggression by the acid: a factor 
which diminishes as one descends the gastro-in- 
testinal tract. This ability of the tissues to 
defend themselves against acid is certainly de- 
pendent to a considerable extent on systemic fac- 
tors. Debilitating diseases, respiratory infections, 
foci of infection, fatigue and increased nervous 
tension, lower this resistance. The experiments 
with cinchophen ulcers show clearly that a toxic 
substance may lower the mucosal resistance, so 
that the local factors cause general gastritis and 
later single true ulcer, which, however, heals as 
soon as the toxic factor is removed. Thus we 
may coordinate the various theses concerning the 
local factors (infection, nerve tension, vascular 
spasm, inborn type) and so develop an under- 
standing of the necessity in prophylaxis and 
treatment of considering the interrelationship of 
both of these groups of factors.” 


Treatment 


It is very apparent, then, that in the manage- 
ment of peptic ulcer all the etiologic factors must 
be taken in consideration in conjunction with the 
dietetic regimen. Sleep, and rest from any type 
of emotional or mental anxiety or disturbance 
are essential. Elimination of focal as well as 
systemic infections appears imperative for the 
successful and permanent healing of an ulcer. 


704 


Toxins, whether emanating from endogenous 
sources like an uncontrolled diabetes mellitus, 
toxic goiter or chronic nephritis, or entering from 
exogenous depots like tobacco, liquor, drugs, 
skin rashes or burns, must be eliminated or neu- 
tralized if proper healing of the ulcer is desired. 
The next step might consist of a confidential 
discussion of certain points relating to the ulcer 
with the patient. He might be advised that: 


1. Duodenal ulcers are always benign, while 
gastric ulcers may go to malignancy, and, there- 
fore, require careful watching until they are com- 
pletely healed. 

2. Peptic ulcer, like tuberculosis, unless well 
managed all the time, may recur. 

3. Smoking, drinking, and eating a particular 
food usually interferes with the processes of heal- 
ing. 

4. Permanent healing takes place in about 50 
per cent of ulcers that have existed at least 10 
years and that the average would be much higher 
if treatment was sought earlier and carried out 
more rigidly. 

5. Individual resistance to ulcer varies a great 
deal, hence what one can do, eat, or drink with 
impunity, another cannot. 

6. According to Mayo’ high intake of water 
dilutes and thus aids in controlling hyperchlor- 
hydria. 

7. Worry, nervous strain, exertion and over- 
work tend to increase gastric distress, cause pain 
and reactivate an ulcer. 


Having placed the patient in a receptive and 
understanding mood, an attack can be made 
directly on the ulcer. One might next ask, when 
is an ulcer medical and when is it surgical? Gen- 
erally speaking, an uncomplicated ulcer is med- 
ical and an ulcer with complications is surgical. 
Of course, there are exceptions, but they are 
few. It is therefore usually unwise to treat med- 
ically an ulcer which: 


1. Refuses to get or stay well after several 
good trials. 

2. Exists in a patient under forty-five with re- 
peated hemorrhages, or has one massive hemor- 
rhagic in a case over forty-five or continues to 
00ze. 

3. Might be or become malignant. 

4. Has perforated. 
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5. Shows duodenal obstruction or hour-glass 
stomach due to a cicatrix rather than an edema 
or inflammation. 

6. Is complicated by disturbing diseases like 
chronic cholecystitis, pancreatitis, appendicitis, et 
cetera. 


Most jejunal ulcers eventually come to surgery 
also. 

Today most patients receiving medical treat- 
ment for a simple peptic ulcer are ambulatory. 
There are, however, some physicians who insist 
that the patient remain in bed from one to three 
weeks on a strict medical regimen during which 
time acidity and retention may be studied and 
controlled more accurately and the patient be also 
better educated how to live with the ulcer the rest 
of his days. Thus Lahey® following this plan 
puts his ulcer patients to bed for three weeks. 

Whether the patient is put to bed or not there 
remain still other measures in the treatment of 
ulcer which cannot be standardized or cut to a 
rigid pattern to fit every case. In general, the 
medical treatment consists of a diet, alkalies, bis- 
muth, antispasmodics and nerve sedatives. If 
the acidity is controlled, the symptoms are con- 
trolled. If complications occur, the regimen is 
either faulty or badly carried out and the patient 
must be questioned in detail regarding diet, neu- 
tralization of acid, work, strain, stress of family 
worries, responsibilities, finance, etc. The diet 
in ambulatory patients consists of three equal 
meals and three feedings between meals. During 
the first month a bland diet is prescribed. Raw 
fruits and vegetables, highly-seasoned foods, 
spices, vinegar and other richly-flavored dishes 
are avoided. After one month all well-prepared 
meats and fruit juices may be taken and generally 
the diet can be broadened to include a greater 
variety of foods. 

In conjunction with the diet every attempt 
should be made to relieve spastic conditions of 
the stomach or bowel, control acidity, and secure 
nervous stability. Antispasmodics like atropin 
sulphate grain 1/150, novatropin grain 1/24, or 
a trasentin tablet three times a day are frequently 
very useful. Neutralization of the acid with 
alkalies is slowly giving way to the employment 
of aluminum solutions, jellies, or other prepara- 
tions because the latter do not produce alkalosis. 
Sometimes sedatives like luminal or soporifics 
like seconal, amytal, or nembutal are absolutely 
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necessary to give the patient the proper rest or 
sleep. 

If the patient has a duodenal ulcer with ob- 
struction or a gastric ulcer with a tendency to 


hour-glass formation, it is doubtless better to 


place him in a hospital at once where the stom- 
ach can be emptied morning and evening by tube 
to prevent abnormal food retention, hyperacidity, 
and hypersecretion. In such cases the hourly 
Sippy diet is usually followed by some modified 
addition of alkaline powders. Calcium carbonate, 
bismuth subcarbonate, and magnesium trisilicate 
appear the most popular. Some employ the 
aluminum preparations in conjunction with alka- 
lies, while others resort solely to the aluminum 
colloidal solutions. If the x-rays show that the 
obstruction has not yielded in a week or ten days 
to the above treatment, surgical procedures are 
usually indicated. 

When a massive hemorrhage occurs in a patient 
under forty-five years of age following Meulen- 
gracht’s®* observations, it should be treated med- 
ically and fed generously. This procedure re- 
duced the mortality from 5 to 1 per cent, short- 
ened the time of convalescence, caused quicker 
return of strength, and produced faster regen- 
eration of blood. If the patient, however, has 
repeated hemorrhages, transfusions may be nec- 
essary and surgery is indicated. A hemorrhage, 
however, in a patient over fifty, is considered sur- 
gical, because it is generally assumed that the 
sclerotic vessels must be ligated in order to stop 
the bleeding. By repeated transfusions, blood 
counts, and stool examinations, one can state 
definitely if the hemorrhage has ceased or contin- 
ues to ooze. Such patients should be operated 
without delay, or at least before they are exsan- 
guinated, go into shock, or become grave surgical 
risks. 


In jejunal «1 some stubborn gastric ulcers, 
Winkelstein’** and his followers have employed 
an alkalinized intragastric twenty-four-hour drip 


method. Through a Rehfuss tube “a solution 
consisting of milk containing 5 grams of bicar- 
bonate of soda to the quart is allowed to drip 
into the stomach at the rate of 30 drops a minute 
continuously throughout the day and night for- 
a period of two to three weeks. Then for another 
week only during the night while a bland diet is 
given during the day. Symptoms disappear ac- 
cording to Winkelstein in four to six hours after 
treatment is initiated. Several cases, not respond- 
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ing to Sippy diet or with jejunal ulcers were 
cured both clinically and roentgenologically.” 
Since most such cases eventually come to surgery 
there is a growing conviction among physicians 
not to procrastinate or waste too much time with 
complicated and questionable procedures but to 
refer them after a short trial and failure to the 
surgeon. 


Summary and Conclusions 

1. Peptic ulcer, like tuberculosis or diabetes, 
requires life-long vigilance and attention. 

2. An attempt should be made to eliminate, 
neutralize, or ineffectuate the commonly accepted 
or advocated etiological factors in the production 
and maintenance of a peptic ulcer. 

3. Education of the patient in regard to the 
influence which is exerted by his economic, social, 
emotional, familial and mental states on the ulcer 
is imperative. 

4. The earlier a patient with a peptic ulcer is 
discovered, the more likely after appropriate 
treatment will the ulcer remain dormant. 


5. A medical regimen, preferably ambulatory, 

is most desirable for the simple peptic ulcer. : 

6. Complications of peptic ulcer are usually 

surgical. 
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SURGICAL TREATMENT OF PEPTIC ULCER 


M. G. GILLESPIE, M.D. 
Duluth, Minnesota 


EW subjects have been more widely dealt 
with in medical literature than peptic ulcer. 
This is due to the fact that the ultimate 
cause of ulcer is not yet known, and we are 
still groping for a better understanding of its 
medical and surgical treatment. Therefore, this 
symposium is not expected to resolve all the facts 
in regard to ulcer. Its purpose will be to pre- 
sent the current facts and outline the present con- 
cepts of treatment. 

The importance of a wartime symposium on 
gastroduodenal ulcer is emphasized because dis- 
orders of the digestive tract today are one of 
the most important medical problems of the war. 
Although contemporary writers convey the im- 
pression that the high incidence of gastric and 
duodenal ulcer has been a development since 
1918, Eusterman and Gage, in a study of Mayo 

From the 
_ in Symposium on Peptic Ulcer at the Annual Meet- 


ing of the Minnesota State Medical Association, Rochester, Min- 
nesota, April 13, 1944 
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Division of Surgery, The Duluth Clinic, Duluth, 


Clinic registrations and Bellevue Hospital admis- 
sions since 1915, were unable to prove that the 


disease has been actually on the increase. One 
all-important fact, according to Eusterman, is the 
development of objective methods of diagnosis, in 
particular, roentgenologic examination which, just 
prior to, and since 1918, increasingly facilitated 
the diagnosis of ulcer and made the medical pro- 
fession correspondingly more ulcer-minded. 

It is just sixty years ago that Rydygier (1884) 
performed the first gastroenterostomy for benign 
obstruction. It is interesting to note that the 
first gastroenterostomy performed in Duluth was 
by Magie in 1895. Marginal ulcer was first 
described forty-five years ago by Braun (1899). 

During the early part of this century, the oper- 
ation of gastroenterostomy was widely publicized. 
To Moynihan and W. J. Mayo should go great 
credit for making clear the indications for its em- 
ployment and the technique of the operation. 
Gastroenterostomy thus became the most firmly 
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established surgical operation on the stomach. 
The percentages of relief of symptoms by gas- 
troenterostomy were variously reported. One of 
the most significant reports was that by Balfour 
on the results of operation for duodenal ulcer in 
physicians. He revealed that 87 per cent of those 
treated by gastroenterostomy obtained complete 
relief, and gastrojejunal ulcer occurred in only 2 
per cent. 

Many European surgeons advocated partial 
gastrectomy for the treatment of chronic gastro- 
duodenal ulcer because it was recognized that 
gastroenterostomy did not prevent hemorrhage, 
ulcer symptoms persisted or recurred, and all too 
frequently marginal ulcer developed. 

Two decades ago the controversy of the preval- 
ence of marginal ulcer in this country came to 
the fore. According to Lewisohn, the incidence 
of marginal.ulcer was 34 per cent. Lahey and 
Jordan stated the average incidence in American 
literature, excluding Lewisohn, was 2 to 5 per 
cent; and in the German literature 5 to 10 per 
cent. 

Von Haberer and Finsterer in Europe and 
Berg and Lewisohn in the United States, cham- 
pioned the more radical operation of resection 
and condemned the more conservative operation 
of gastroenterostomy. Gradually the concept of 
radical resection of the stomach for ulcer spread 
until, in recent years, surgeons, such as Roscoe 
Graham, McClure, Lahey, Wangensteen, and oth- 
ers, have shown that this is the operation of 
choice, and that gastroenterostomy should be per- 
formed only on exceptional and limited occasions. 
Moreover, the mortality rate following partial 
gastrectomy in capable hands was shown to com- 
pare very favorably with that of gastroenter- 
ostomy. McClure reported 5 per cent; Wan- 
gensteen 2 to 3 per cent ; Walters, Gray, Priestley, 
and Counseller 1.5 per cent; Lahey and Marshall 
2.7 per cent. 

To show the changing character of the surgical 
procedures as applied to duodenal ulcer over a 
fifteen-year period at the Mayo Clinic, Walters, 
Gray, Priestley, and Counseller reported that 
whereas in 1928 gastroenterostomy was the oper- 
ation of choice in over 70 per cent of the cases 
and partial gastrectomy was performed in only 3 
or 4 per cent, in 1942 partial gastrectomy was 
performed in almost 60 per cent of the cases and 
gastroenterostomy in about 40 per cent. 

In discussing the causation of peptic ulcer, the 
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factors of infection, trauma, eating habits, smok- 
ing, vascular disease, deficiency states, nervous 
tension, and constitutional background have been 
stressed by many writers. 

Quoting Wangensteen, ‘Accumulating evidence 
indicates clearly that acid is the most important 
factor in the genesis of ulcer. Effective redue- 
tion of gastric acidity is essential for the success 
of an operative procedure directed at ridding the 
patient of the ulcer diathesis—the high incidence 
of recurrent stomal ulcer attending the perform- 
ance of gastrojejunostomy has stamped it defi- 
nitely as an unsatisfactory operation. Gastro- 
jejunostomy fails to reduce gastric acidity. So, 
also, the small gastric resection’ (excision of 
pylorus and antrum) fails to reduce gastric acid- 
ity effectively and frequently is followed by re- 
current stomal ulcers.” 

The control of gastric acidity, most surgeons 
now believe, is best accomplished by an extensive 
gastric resection including the pylorus and an- 
trum, 

It is well to remember that duodenal ulcer is 
primarily a medical condition. The proverbial 
principle that only the patient who has had nine 
medical cures should be subjected to surgery still 
holds a good deal of truth. It is estimated that 
80 per cent of duodenal ulcer cases are best han- 
dled by medical treatment. In other words, it 
is only the acute perforated ulcer, the chronic cal- 
loused ulcer which is intractible to medical treat- 
ment, the penetrating ulcer which is oftentimes 
associated with bleeding, and lastly, the cicatricial 
ulcer producing benign pyloric obstruction which 
require surgical intervention. In this group oc- 
cur the complications of perforation, hemorrhage, 


and obstruction which necessitate surgical inter- 
ference. 
On the other hand, gastric ulcer is primarily a 


Balfour has stated that 75 
per cent of these will be best treated by a partial 
gastrectomy. In selected cases local excision 
or local excision combined with gastroenteros- 


surgical problem. 


tomy may be indicated. 

Although the operative indications are very 
similar whether the ulcer is duodenal or gastric, 
there is one great dissimilarity and that is in re- 
gard to malignancy. The question of whether 
the ulcer is benign or malignant is sometimes 
difficult to evaluate. Walters has shown that car- 
cinomatous ulcers may improve symptomatically 
as well as roentgenographically under medical 
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treatment. An entirely accurate differential 
diagnosis between a benign and malignant gastric 
ulcer oftentimes cannot be made. Therefore, 
one must be especially careful in evaluating 
medical treatment. In_ selected cases where 
there is a short history of ulcer and where 
the benignancy is -indicated both on_ roent- 
genographic and gastroscopic examination, one is 
justified in a continuation of medical treatment 
with the understanding that the lesion is to be 
reexamined frequently. In the majority of cases, 
the lesion will be best treated by an extensive 
partial gastrectomy assuming that the lesion might 
be carcinomatous. Judd and Priestley, in a re- 
view of 237 cases in which a diagnosis of be- 
nign gastric ulcer was made and operation was 
performed, found carcinoma in 8 per cent. Allen 
and Welch found on following 277 patients, whose 
original diagnosis was gastric ulcer, that 14 per 
cent finally proved to be cancer. 

Surgeons are in agreement that partial gastrec- 
tomy for benign gastric ulcer gives excellent re- 
sults. The risk of operation is low—2Z.5 to 5 
per cent—the incidence of the development of 
gastrojejunal ulcer is minimal and the ultimate 
results are excellent. Walters and Clagett in the 
follow-up of 162 cases found that there was no 
known case where gastrojejunal ulcer developed. 

The most dramatic catastrophe of peptic ulcer 
which necessitates surgical intervention is acute 
perforation. There is little divergence of opinion 
as to the surgical management. It is accepted 
by all that acute perforation is an emergency and 
that the major aim is to preserve life and that 
closure of the perforation is imperative. After 
a delay of six hours the mortality rapidly in- 
creases. In a review of the medical literature of 
the United States, it has been shown that the 
mortality up to six hours is 7.7 per cent; from 
six to twelve hours, 30 per cent; from twelve to 
twenty-four hours, 75 per cent and over twenty- 
four hours, 63 per cent. Timoney of St. Vincent’s 
Hospital, New York City, in a study of 246 
patients operated upon for acute perforation, re- 
ported the gross mortality was 19.5 per cent. 
Thompson, in a study of 500 cases collected 
from the Charity Services of the Los Angeles 
hospitals, reported a gross mortality of 40 per 
cent. Shawan in a group of 389 cases from the 
Receiving Hospital of Detroit, found a mortality 
of 24 per cent. 

Most surgeons are in agreement that closure of 


708 


PEPTIC ULCER—GILLESPIE 


the perforation as soon as possible after it oc- 
curs, using spinal anesthesia, preferably re- 
enforcing the closure with a tag of ombentum, 
and without the employment of drainage is the 
desirable procedure to follow. 

In 1937, Judin of Moscow, U.S.S.R., advo- 
cated partial gastrectomy in acutely perforated 
peptic ulcers. His justification for this seemingly 
radical procedure was that all too frequently these 
patients have a continuation of their distress, re- 
activation of the ulcer occurs, or obstruction de- 
velops which necessitates further operation with 
consequent increased mortality. 

In the surgical management of marked organic 
obstruction due to cicatricial contracture as a re- 
sult of a long-standing duodenal ulcer, especially 
if it occurs in the older age group where there 
is associated hypoacidity, there are many surgeons 
who still employ gastrojejunostomy as the opera- 
tive procedure of choice. 

Approximately 20 per cent of duodenal ulcers 
and 25 per cent of gastric ulcer cases have a 
history of bleeding. Since 1927, when Finsterer 
advocated a radical resection of the stomach 
within forty-eight hours for the treatment of 
acute hemorrhage, and further, since 1939, when 
Blackford and Cole of Seattle showed in a study 
of vita] statistics that 96 per cent of all deaths 
from hemorrhage from peptic ulcer were in 
patients above the age of forty-five, there has 
developed some question concerning the indica- 
tions for operation. The patient with an acute 
hemorrhage, as a rule, is best treated by conserv- 
ative means. These are almost invariably pos- 
terior duodenal ulcers perforating against the 
head of the pancreas and eroding the pancreatico- 
duodenal artery. Because of the high mortality 
which would be almost sure to be associated with 
such a procedure and in some cases the confusion 
with a bleeding gastric carcinoma or .esophageal 
varix, it is wise to follow a conservative course. 

Repeated hemorrhages are a definite indication 
for surgical interference. Occasionally acute 
bleeding will be so persistent that operation must 
be undertaken. In any case, the operation must 
be one that makes a direct attack on the bleed- 
ing ulcer. This is usually best accomplished by 
a partial gastrectomy with excision of the ulcer. 

The most frequent indication for operation 
is uncontrolled discomfort and pain. Clinically, 
this usually represents a male patient who has had 
recurring attacks of distress for years, on oc- 
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casion associated with bleeding. He has dieted 
and taken alkaline powders intermittently with 
more or less relief. Pathologically, the lesion is 
usually a posterior penetrating or perforating 
ulcer against the pancreas. Most surgeons now 
feel that a partial gastrectomy, removing up to 
75 per cent of the stomach together with the 
pylorus and that portion of the duodenum which 
contains the ulcer, is the procedure indicated. 
Sometimes, especially if there is a great deal of 
induration about the duodenum and the head of 
the pancreas it is difficult to include the pylorus 
and the duodenal ulcer in the resection. In these 
cases an exclusion type of operation (Finsterer 
exclusion) is indicated. If a Finsterer exclusion 
operation is undertaken, then it should include 
an excision of the antral mucosa. As one’s experi- 
ence with gastric surgery widens, he will perform 
fewer and fewer exclusion types of operation. 
I have seen death come to a young man from a 
massive postoperative hemorrhage from a pos- 
terior perforating duodenal ulcer which had 
eroded into the pancreaticoduodenal artery within 
forty-eight hours after a Finsterer exclusion op- 
eration with excision of the antral mucosa. It 
need not be pointed out that his death would not 
have occurred if the ulcer had been included in 
the resection. 

There is another fairly large group of cases 
in which there is a definite indication for sur- 
gical intervention and that is the group of cases 
which have had previous operations upon the duo- 
denum or stomach. The most common opera- 
tions that have been previously performed are 
gastrojejunostomy and closure of an acute per- 
foration. It is estimated that 10 per cent of 
acutely perforated ulcers will require further sur- 
gery. The indications for surgery in this group 
are usually either a recurrence of the ulcer or 
the presence of organic obstruction. 

In those patients who have had a previous gas- 
troenterostomy, the indication for re-operation is 
usually a persistence or recurrence’ of the duo- 
denal ulcer, interference in some way with the 
emptying of the stomach, or the presence of a 
stomal or gastrojejunal ulcer, or occasionally a 


gastrocolic fistula. It is reasonable to expect that - 


the mortality rate in this group of cases is going 
to be higher, especially in the group of gastroje- 
junal ulcers and gastrocolic fistulae. Of all the 
benign lesions of the stomach, gastrojejunal ulcer 
demands the most difficult surgical maneuvers for 
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its cure. It usually involves the taking down of 
the gastroenterostomy and _ reéstablishing the 
normal continuity of the stomach, or in the ma- 
jority of cases it involves the taking down of the 
anastomosis and extensive resection of the stom- 
ach, Finsterer, in a report of 331 repeated gas- 
tric operations, gave a mortality of 11.7 per cent. 

Adequate pre-operative care and close personal 
observation postoperatively, in order to prevent 
postoperative complications, are almost as impor- 
tant as the operation itself. This is especially 
true with the patient who is dehydrated or who 
has lost weight. During the pre-operative period, 
therefore, one must see that the fluid intake is 
sufficient, that the blood count, the electrolytic bal- 
ance, and the blood proteins are near normal. 

The anesthetization of the patient is very im- 
portant. A professional anesthetist is desirable. 
The maximal amount of relaxation and a minimal 
amount of motion in the operative field is desir- 
able. During the operation a sufficient amount 
of blood or blood plasma is given to make up 
for that which is lost and maintain the pulse and 
blood pressure on an even keel. A gastroenteros- 
tomy tube which is brought down through the 
anastomosis into the efferent loop during the 
operation is of great advantage. Besides decom- 
pressing the stomach it acts as a guide for fluids 
which pass through the anastomosis, and I believe 
also helps to prevent rotation or twisting of the 
efferent loop. Wangensteen advises the use of a 
duodenal tube which is brought down through 
the anastomosis into the proximal duodenal loop. 
The type of resection employed is usually some 
modification of the Hofmeister or Polya. Occa- 
sionally a Finsterer exclusion type of resection 
with excision of the antral mucosa will be indi- 
cated. 

In making the anastomosis one must be careful 
not to invert too much of the gastric and jejunal 
wall. The shelf so constructed, magnified by 
edema which commonly follows, as Wangensteen 
has pointed out, may cause obstruction with con- 
sequent delay in emptying. 

At the conclusion of the operation aspiration of 
the pharynx and trachea is recommended. 

Postoperatively, continued suction of the stom- 
ach is maintained for a period of three to four 
days. By this time the stomach usually regains 
its capacity to empty itself, and then frequent 
small liquid and semi-solid feedings are begun. 

In my experience atelectasis is the most fre- 
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quent pulmonary complication following gastric 
surgery. If this is of any extent, bronchial as- 
piration should be undertaken without delay. 

Leakage from a duodenal stump is disastrous. 
Wound infection rarely occurs. 


Results 


Walters, Lewis, and Lemon, in a study of re- 
sults in 212 cases of primary partial gastrectomy 
(Polya type) for duodenal ulcer, reported a mor- 
tality of 1.9 per cent. Anastomotic jejunal ulcer- 
ation occurred in 2.5 per cent. Of the entire 
number of patients 83.5 per cent were well 
without undue restriction of diet or activity; 14 
per cent required restriction of diet or activity or 
both in order to remain in comparatively good 
health. Of these patients on whom gastric an- 
alyses were obtained after operation, two-thirds 
to four-fifths. of those without recurrent ulcer- 
ation after operation had anacidity. 

Friedell, Shaar, and Walters in a paper en- 
titled, “Effects of Gastric Resection on Gastric 
Acidity,” concluded, “—reduction of gastric acid- 
ity is obtained in 75 per cent of cases in which 
gastric resection is performed for primary duo- 
denal ulcer which may be considered as affording 
a good prognosis since it eliminates the acid fac- 
tor as an etiological agent.” 

Allen and Welch in a follow-up study of gas- 
tric resection for duodenal ulcer, reported thirty- 
five of forty-three patients (81 per cent who had 
partial or subtotal resection) to have excellent re- 
sults. 

Church and Hinton in a paper, ‘Follow-up 
Results in Subtotal Gastric Resection for Ulcer,” 
reported 104 cases of subtotal gastrectomy fol- 
lowed for an average of 2.8 years with 65.9 
per cent cured, 24.7 per cent benefited, and 9.2 
per cent unimproved. 

Mage, in a study of recurrent ulceration fol- 
lowing subtotal gastrectomy in the treatment of 
gastroduodenal ulcer, found forty-one recur- 
rent ulcers. There were forty cases of recur- 
rent ulcers (8 per cent) as proved by operation, 
x-ray, and gross bleeding in 502 cases of sub- 
total gastrectomy for duodenal ulcer, and only 
one case of recurrent ulcer in a group of ninety- 
eight cases of subtotal gastric resection for gastric 
ulcer. 

Lannin, in a paper entitled, “Surgical Treat- 
ment of Ulcer,” reported in a group of ninety- 
three patients who had been treated by extensive 
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gastric resection (75 to 80 per cent) between 
1939 and 1941 no gastrojejunal ulcer, 75 per cent 
with excellent results, 14 per cent with good re- 
sults. 

Kiefer, in a paper entitled, “Jejunal Ulcers and 
Recurrent Hemorrhages After Partial and Sub- 
total Gastrectomy for Peptic Ulcers,” reported 
in a group of forty gastric ulcer cases no jejunal 
ulcers and no postoperative hemorrhages. In a 
group of 173 duodenal ulcer cases jejunal ulcers 
were proved by operation in 3.4 per cent; jejunal 
ulcers were diagnosed clinically and by x-ray in 
3.4 per cent; postoperative hemorrhage with no 
demenstrable ulcer in 4.6 per cent. 

Lewisohn, in a paper entitled, “Problems in the 
Surgical Treatment of Chronic Duodenal UI- 
cers,” asks the question, “Has partial gastrectomy 
completely fulfilled the hopes which were ex- 
pected from this operation?” Quoting Lewisohn, 
“Judging the results quite impartially we must 
confess that such has not been the case. While 
partial gastrectomy is far superior to gastro- 
enterostomy or pyloroplastic operation, it is not 
a definite and a complete safeguard against a re- 
current ulcer.—At present we feel that when a 
series of medical treatments have failed, partial 
gastrectomy affords the best therapeutic method 
at our disposal. It relieves the patients of many 
years of suffering, safeguards them against the 
serious complications of - perforation or hemor- 
rhage, and effects a permanent cure in about 90 
per cent of the cases.” 


Summary and Conclusions 

1. The surgery of peptic ulcer has again been 
reviewed. 

Z. The development of the concept of exten- 
sive partial gastrectomy in the surgical treatment 
of gastroduodenal ulcers has been brought out. 

3. Surgery is indicated in only the complicated 
peptic ulcer case. 

4. In acute perforation the procedure of choice 
is immediate closure under spinal anesthesia, re- 
enforcing the closure with a tag of omentum, and 
without employing drainage. 

5. Gastroenterostomy is still employed by 
many in the treatment of organic obstruction of 
the pylorus especially if it is associated with an- 
acidity or hypochlorhydria. 

6. Acute hemorrhage is best treated in the 
majority of cases by conservative methods. When 
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bleeding is the indication for operation the ulcer 
must be attacked directly. 

7. The most frequent indication for surgical 
interference is uncontrolled pain due to an ulcer 
perforating against the pancreas. 

8. Malignancy will be found in 10 per cent of 
gastric ulcer cases. 

9. Previous operations upon the stomach in- 
crease the mortality rate. 

10. Gastrojejunal ulcers and gastrojejunocolic 
fistulae require the most difficult operative proced- 
ures for their cure. 

11. The type of operation which will be best 
employed to bring about the expected result will 
be some modification of the Hofmeister or Polya 
type of resection; in a small group of cases the 
Finsterer exclusion operation with excision of 
the antral mucosa will be chosen. The mortality 
rate should be less than 5 per cent. 

12. The use of blood or blood plasma during 
operation is important. 

13. Atelectasis is the most frequent pulmonary 
complication ; and when it occurs, bronchial as- 
piration should be undertaken immediately. 

14. In 90 per cent of the cases the ultimate 
results should be good. Stomal or gastrojejunal 
ulcers will still occur in, as yet, an undetermined 
percentage of cases. 

15. Extensive gastric resection, including the 
pylorus and antrum, will give the greatest assur- 
ance of comfort, and at the same time carries a 
reasonable mortality rate for patients with gastro- 
duodenal ulcers. 
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THE GROWING PROBLEM OF OLD AGE 


Dr. T. J. Woofter of the Federal Security Agency 
said at a recent meeting of the Milbank Memorial Fund, 
“In most western nations the rate of reproduction has 
declined to the point that we can virtually take for 
granted postwar public concern over the size of the fam- 
ily and the welfare of existing children.” He warned, 
however, that the aging of our population will tend to 
strengthen the political pressure behind the protection of 
the aged. “There is indeed some danger that the services 


SEPTEMBER, 1944 


for the aged will be overemphasized,” he continued, “to 
the detriment of the child groups on which our future 
society will depend.” Even today the pressure of the 
aged on their children—the young married people of 
child-bearing age—to keep them at the standard of liv- 
ing to which they are accustomed, prevents these young 
people from having children of their own.—Bricfs, June, 
1944. 
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ROENTGENOLOGIC DIAGNOSIS OF PEPTIC ULCER 


’ WALTER H. UDE, M.D. 
Minneapolis, Minnesota 


OENTGENOLOGY occupies a field of 

prime importance in the study of the gas- 
tro-intestinal tract. The examination permits a 
direct visualization of the inner surfaces of these 
organs, and gives an accurate picture of their 
contour. By observing the progress of a barium 
meal we obtain information regarding function. 
Variation from the normal in contour and func- 
tion yields information frequently superior to the 
gross pathological examination. 

A good x-ray examination of the stomach and 
duodenum will demonstrate ulcer with a high de- 
gree of accuracy. By a direct visualization of the 
crater it at once establishes the location of the 
ulcer as well as the presence or absence of com- 
plications which might interfere with function or 
healing. By analysis of the contour of the crater 
and its effect on the gastric wall, the benign or 
malignant nature of the ulcer can be determined 
fairly accurately. Complications can often be 
identified, namely, the presence of deep penetra- 
tion of the ulcer, accessory pocket formation, 
contracture of the lesser curvature from in- 
volvement of the gastro-hepatic ligament, and 
pyloric or duodenal obstruction. The presence of 
an abnormal degree of collateral inflammation can 
be frequently demonstrated. This may resemble 
the defect produced by malignant infiltration of 
the gustric wall, and presents this difficulty in 
differential diagnosis. 

The experienced radiologist provides himself 
with adequate equipment for both fluoroscopy and 
radiography. He now has at his disposal a con- 
venient motor-driven table which permits flu- 
oroscopy in-any desired position. The newest 
type of screen yields a much clearer image. Spot 
film devices with facilities for localized compres- 
sion and rapid switching from fluoroscopic to ra- 
diographic exposure permits film demonstration 
of the lesion exactly as it is seen on the screen. 
In the radiographic field the newer rotating anode 
tubes which yield fine detail and permit rapid 
exposures are of great value and are well worth 
the additional cost. The use of the Bucky dia- 
phragm is to be discouraged unless the equip- 


Read in Symposium on Peptic Ulcer at the annual meeting of 
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ment is such that speed of exposure is not sacri- 
ficed- in favor of greater film contrast. A short 
exposure is necessary to avoid distortion from 
motion. . 

The stomach should be empty at the time of 
the fluoroscopic examination. A_ preliminary 
barium meal may be given five or six hours 
earlier to determine progress of the meal through 
the upper intestinal tract, especially if the exam- 
ination is conducted in the afternoon. The pa- 
tient should not be subjected to a gastric expres- 
sion before the roentgen study because of the 
associated irritation to the throat and esophagus, 
and the usual retention of some of the secretory 
meal in the stomach. 

A brief inquiry regarding the patient’s symp- 
toms precedes the examination. He is then asked 
to drink about one ounce of the barium suspen- 
sion. This is observed as it enters the stomach 
at the cardia and passes along the lesser curva- 
ture into the lower portion of the stomach. By 
palpation the barium is manipulated into the ac- 
cessible portions of the stomach. In this way 
the mucosal pattern is visualized. If an ulcer is 
present it can be identified by the persistence of 
a lump of barium in the crater, and often by the 
convergence of congested mucosal folds at the 
site of the crater. Ulcers on the lesser curva- 
ture are best observed in the anteroposterior po- 
sition. The anterior and posterior walls are 
studied under compression. and by rotation of 
the patient in the desired direction. By pro- 
ducing pressure over the costal margin the mu- 
cosal markings can often be demonstrated high 
into the upper portion of the stomach. 

With the advance of the barium into the duo- 
denum, the observer’s attention is directed toward 
this structure. The duodenal cap is distended 
under manipulation, and its contour is noted. 
Direct pressure is then exerted over the cap or 
on the adjacent tissues to express the barium and 
reveal the mucosal pattern. This procedure 
should reveal an ulcer crater or deformity. As 
the barium passes from the cap into the second 
and third portions of the duodenum, these areas 
are carefully observed for ulcer or for any other 
variation from the normal. The patient is then 
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given an additional seven ounces of the barium 
mixture. This is observed as it is swallowed, 
in its passage through the esophagus, and as it 
distends the stomach. The stomach and duo- 
denum are again manipulated until the observer 
is satisfied with his findings. With tilting of the 
table the study is continued in the supine and 
prone positions. This may yield additional in- 
formation especially regarding the cardia of the 
stomach, and peristaltic activity. Progress of 
the advancing meal through the upper small 
bowel is also noted. If a preliminary six-hour 
meal was given, the cecum and terminal ilium are 
usually filled and may be studied at this time. As 
the occasion arises, spot films are made to re- 
cord the fluoroscopic findings. 

The technique of the examination is varied to 
suit the demand. If there is retention of food 
and fluid, it might be advisable to remove this by 
lavage. In many cases the condition giving rise 
to the retention can be determined in spite of 
the presence of foreign material. If necessary, 
the stomach is reéxamined on the following day 
after the retained material has been removed. 
Gastric or duodenal bleeding does not contra- 
indicate roentgen examination. Palpation should 
be kept at a minimum to avoid exaggeration of 
bleeding. Slight compression can usually be 
made without danger. Thus a working diagnosis 
can often be established to guide treatment. The 
examination is commonly postponed for a few 
days or even weeks with the object of avoiding 
any mechanical exacerbation of the hemorrhage, 
but delay for several weeks may allow an ulcer 
to heal and escape detection. The cause of the 
bleeding may then remain unexplained. 


The pylorous may be spastic and fail to re- 
spond to manipulation, or to watchful waiting. 
Favorable action usually results from the in- 
halation of trethylene (Davies, Rose & Com- 
pany). A few drops of the solution are placed 
on a cloth, this is held over the nose, and the 
patient is asked to breathe deeply three or four 
times. Fluoroscopic observation is then resumed. 
Within a comparatively short period of time one 
will notice the development of increased peris- 
talsis of the stomach and opening of the pylorus. 
The resulting deep peristaltic waves also help 
establish the absence of infiltrative rigidity of the 
gastric wall. This procedure is seldom ineffect- 
ual except in marked pyloric obstruction, in which 
condition it may produce reversed peristalsis. It 


SEPTEMBER, 1944 


must not be used while the patient is in the stand- 
ing position, as syncope might occur. The in- 
halation is best given with the patient in the 
right oblique prone position. The drug is only 
slightly irritating to the nose. One may secure 
the cooperation of the patient by telling him that. 
he is receiving “smelling salts” to stimulate ac- 
tivity of the stomach. 

Obvious obstruction of the outlet of the stom- 
ach should warn us against introducing more 
barium into the stomach than is needed to gain 
the necessary information. Barium is often diffi- 
cult to remove from the stomach. If it is allowed 
to segregate in the lower portion of a dilated vis- 
cus, it may complicate the work of the surgeon. 

Since the lesser curvature side and the an- 
trum of the stomach are the most frequent sites 
of peptic ulcer, the examiner’s attention is first 
directed toward these regions. Here palpation 
is at its best. Ulcer on the lesser curvature can 
usually be shown in profile so that its contour 
and immediate environment is open to detailed 
study and analysis. In the antrum, however, be- 
nign ulcer is not uncommonly seen on the an- 
terior or posterior wall, somewhat removed from 
the curvature, and may be sufficiently large to re- 
semble malignant ulcer. These features are also 
commonly present in ulcer of the posterior wall 
of the upper portion of the stomach, where large 
craters, seen both in profile and “en face,” may 
show evidences of considerable collateral inflam- 
mation. Since this type of induration closely re- 
sembles that produced by malignant infiltration, 
differentiation may depend upon therapeutic re- 
sponse to a dietary regime. 

Ulcers on the greater curvature side of the 
stomach are predominantly malignant. Only 
about 0.5 per cent of benign ulcers are found in 
Clinical indications of peptic ulcer 
may be present when the only abnormal roentgen 
finding is a para-esophageal hernia. The possi- 
bility of hidden ulcer in the hernia should not 
be overlooked. Hemorrhage may be a prominent 
feature in hernial ulcers, and dietary response 
may be poor. Ulcer of the lesser curvature side 
of the stomach, at the incisura angularis or above 
this level, may be associated with extensive in- 
flammatory reaction in the gastro-hepatic liga- 
ment. As the inflammation subsides there is 
a resulting contracture of the ligament with short- 
ening of the curvature and upward and left-sided 
displacement of the antrum of the stomach. The 
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presence of this deformity is evidence that the 
ulcer is benign. Delayed emptying of the stom- 
ach usually results, and the obstruction may be 
sufficiently marked to defeat any attempts at med- 
ical management. 


Duodenal ulcer occurs most frequently in the 
first two centimeters. of the duodenum, in the 
duodenal cap. Under palpation or compression 
the ulcer crater can be demonstrated in a high 
percentage of cases, either in profile or “en face.” 
The crater is more easily found before any 
marked contracture deformity has taken place. 
In chronic or recurrent cases the distortion may 
be so marked that the crater is hidden in the 
edematous folds of the mucous membrane. 


About 15 per cent of duodenal ulcers occur 
beyond the first two centimeters of the duodenum, 
with about two-thirds of these in the next three 
centimeters, and one-third beyond this region, 
but proximal to the papilla of Vater. These 
ulcers are more frequent on the inner curva- 
ture of the duodenal loop. They may be des- 
ignated as “second portion” duodenal ulcers, 
or duodenal “concavity” ulcers. Clinically they 
may be characterized by silent or excessive bleed- 
ing, with pain a minor factor or totally absent. 
They constitute the majority of the cases of fatal 
duodenal hemorrhage. Roentgenologically they 
are best demonstrated on films, although the cra- 
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ter as well as rather marked secondary i:flam- 
matory changes in the mucosal folds are rvadily 
found fluoroscopically. The ulcer is usually 
fairly large. It is easily projected in profile. 
The mucosal distortion and spastic contraction of 
the bowel lumen is marked. Similar ‘muicosal 
changes may be found in the duodenal loop with- 
out a demonstrable crater, leading to the supposi- 


tion that there is a hidden ulcer, or that the 


changes are due to a nonulcerating duodenitis, 
In ‘the presence of unexplained bleeding from 
the upper gastro-intestinal tract, if the evidences 
of duodenitis are present, the possibility of hid- 
den ulcer of the second portion of the duodenum 
must be kept in mind. One must not lose sight 
of the fact that this is the most frequent cause 
of fatal gastro-duodenal hemorrhage. 

In conclusion one might reiterate that the 
roentgenologic examination of the stomach and 
duodenum requires the application of skill and 
ingenuity. It is a highly accurate procedure, not, 
however, infallible. It usually demonstrates the 
existing pathology, and leads to correct therapeu- 
tic or surgical procedures, even though interpre- 
tation of the roentgenologic findings may at times 
be faulty in detail. It may be more accurate in its 
deductions as to the nature of a pathologic lesion 
than visual or palpatory inspection of the gross 
surgical specimen. In skilled hands, it is rarely 
misleading. 





CLINICAL ASPECTS OF THE ULCER PROBLEM 


With Special Reference to (1) Definition of the Criteria of a Suitable Operation; 
(2) The Importance of a Short Afferent Loop, and (3) Results of Operation 
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Minneapolis, Minnesota 


Importance of the Acid-peptic Factor in the 
Genesis of Ulcer 

HE ulcer problem is far from a complete and 

satisfactory therapeutic solution. As Doctor 
Lepak suggested, the ultimate cause of ulcer in 
man has not been determined. Nevertheless, the 
importance of digestion of the gastric or duo- 
denal walls in the causation of ulcer by the acid- 
peptic gastric juice has been so well established 
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that, one unhesitatingly may say, it is the sine qua 
non of ulcer. Amongst those of us whose stom- 
achs secrete an abundance of free hydrochloric 
acid, it is difficult to understand what the margin 
of difference is that determines which of us will 
develop a clinical ulcer. As Claude Bernard 
showed almost one hundred years ago, the acid 
gastric juice can digest away living tissue. Mind 
you, the viable, vascularized gastric wall is more 
resistant to digestion than the dead food we ingest. 
One of my associates, Dr. Fred Kolouch, recently 
has demonstrated how quickly the injury of an 
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acid-peptié digestive mixture can come about 
upon a mucosal surface, unprotected by the neu- 
tralizing influence of the alkaline bile and pan- 
creatic juice. Within a few minutes after the 
dripping of a solution of gastric juice with pH 
of 1.2 is commenced upon an exteriorized seg- 
ment, death of the tissue exposed to this digestive 
influence may be observed. Furthermore, from 
such dripping experiments, it becomes readily ap- 
parent that, a physiologic, natural acid-peptic 
juice, obtained from isolated gastric pouches in 
dogs under the influence of histamine stimulation, 
exerts a far greater digestive action upon an ex- 
posed mucosal surface than does a solution of 
hydrochloric acid alone of the same pH. That 
ulcers may be brought about in the intact dogs 
and other animals by the digestive action of the 
unremitting torrent of gastric juice secreted un- 
der the stimulus of a histamine-beeswax mixture’® 
has been described previously.*%** The dripping 
experiment and the production of ulcers with his- 
tamine serve to give renewed emphasis and a 
clearer meaning to the acid factor in the genesis 
of ulcer pointed out by Mann and Williamson 
(1923) at an earlier date. 


The Importance of Mucosal Rugations in 
Determining the Site of Ulcer 


It is well known that the spontaneous ulcers 
occurring in man are found largely in the first 


‘ portion of the duodenum and in the antrum of 


the stomach. The antrum of the stomach is rel- 
atively rugationless when contrasted with the 
broad mucosal folds of the corpus and fundus. 
Similarly, the first portion of the duodenum is 
more like the antrum than the remainder of the 
duodenum. The circular mucosal folds of the 
valvule conniventes are missing in the first por- 
tion of the duodenum. In other words, the seg- 
ments in which ulcer occurs most frequently are 
relatively smooth and rugationless. On a bald, 
smooth mucosal surface, the opportunity for con- 
stant, prolonged contact with acid is greater. All 
areas of rugated gastric mucosa cannot be in con- 
stant contact with the acid gastric juice. 


Combating the Ulcer Diathesis 


In this discussion, it has been conceded by all 
participants that conservative management is the 
treatment of election in an uncomplicated ulcer. 
In other words, surgical treatment begins with 
medical failures. Most of us who have professed 
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an interest in the ulcer problem have concentrated 
our efforts on depressing the capacity of the 
stomach to secrete acid. As our understanding 
of the items that hedge about the ulcer problem 
becomes clearer, my own feeling is that we will 
attach more and more importance to the mat- 
ter of attempting to effect a greater co-operative 
harmony between the digestive juices. It was no 
accident of nature that placed the most acid and 
the most alkaline juices of the body within a 
few centimeters of one another in the digestive 
canal! After all the years of thought and effort 
expended upon the problem by interested inves- 
tigators, the primary reason that the problem of 
ulcer still goes begging for a satisfactory solution 
is because of the low- threshold of response of 
the acid-peptic secretory mechanism of the stom- 
ach to stimuli of all kinds, whether of cephalic, 
gastric or intestinal origin. Moreover, the re- 
sponse of the pancreas with reference to the 
secretion of juice rich in buffers is dependent, in 
large measure, upon the behavior of the stom- 
ach. In other words, the fate of the duodenal 
mucosa with reference to the possibility of auto- 
digestion through the agency of unneutralized 
gastric juice is suspended in no small degree upon 
lags obtaining between the appearance of the acid 
gastric juice in the duodenum and the hormonal 
response provoked from the pancreas by the pres- 
ence of that acid gastric juice in the duodenum. 


To have one’s fate suspended upon so sensitive 
and responsive an organ as an actively secreting 
stomach is not a happy state. For the ulcer 
patient, it is the Damocles sword which may 
forbode perforation, hemorrhage, obstruction or 
chronic pain. Whereas Pavlov believed there 
was no basal secretion evoked from an empty or 
resting stomach, it has been shown convincingly 
that the empty stomach continues to secrete; in 
fact, the patient with an ulcer probably has a 
stomach which is particularly active in its secre- 
tory behavior during the long hours of fast be- 
tween supper and breakfast. It is probably over 
this item of uncontrolled night secretion that the 
medical or the conservative treatment of ulcer 
breaks down most frequently. The essence of a 
satisfactory, conservative plan of treatment is 
frequent feeding which, of necessity, must ex- 
tend through the long hours of the night with the 
aid of an alarm clock, if need be. In instances 
of gastric hemorrhage, uncomplicated by ob- 
struction, intragastric drip feeding is the best 
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agency with which to combat hemorrhage, in that 
the raising of the pH helps to allay the erosive 
process. 


Recurrent Ulcer—The Cause of Distrust in the 
Accomplishment of the Surgeon 

The lack of confidence of internists, actuarians 
and the military forces in the accomplishment 
of the surgeon with the ulcer problem rests upon 
the empiricism of the surgeon in his wrestle with 
the problem. For more than fifty years he has 
been performing operations for ulcer, not know- 
ing exactly what his operations accomplished or 
what the characteristics of a successful operation 
for ulcer are. No wonder that the high incidence 
of recurrent ulcer after operation justified intern- 
ists, actuarians and the military forces in their 
distrust of what surgeons affected to be able to 
accomplish for the patient with an ulcer intract- 
able to dietary management! As Doctor Gillespie 
indicated, however, the surgeon is departing from 
his empirical methods and has set about method- 
ically to define the criteria of an acceptable oper- 
ation for ulcer. 


The Criteria of a Satisfactory Operation 
for Ulcer 
Under present limitations of the status of our 
knowledge of the therapy of ulcer, a successful 
operation directed at the ulcer diathesis, which 
in the light of the experience of this clinic does 
not compromise the future for the patient, em- 
bodies the following features: 


1. Extensive gastric (three-quarter) resection, 
including excision of the antral mucosa. 

2. Complete devascularization of the lesser 
curvature with virtual excision of the entire 
lesser curvature including sacrifice of the 
left vagal trunk or its major branches. 

3. Restoration of gastro-intestinal continuity 
employing a short afferent loop. 


Abundant clinical evidence has accumulated to 
indicate that leaving 16 to 20 square centimeters 
of antral mucosa will prejudice the result and in- 
vite a recurrent gastrojejunal ulcer,** despite per- 
formante of an extensive gastric resection. At 
least that much of the Edkins’ hypothesis imply- 
ing an augmenting or titillating influence of the 
antral mucosa upon gastric secretion is correct. 
Yet, a small gastric resection, removing all the 
antral mucosa is not adequate to thwart the ulcer 
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diathesis. In so-called irremovable or* inoperable 
duodenal ulcer, it has been our practice to do the 
Finsterer exclusion operation with concomitant 
exenteration of the antral mucosa. This plan of 
operation, as outlined previously,” depends upon 
careful resuture of the circular muscle of the re- 
sidual pyloro-seromuscular cylinder and can be 
done safely without subsequent hazard of sub- 
phrenic abscess; furthermore, this operation 
(IVA) protects equally well against the ulcer 
diathesis as the more commonly performed opera- 
tion in which the pyloric sphincter is sacrificed 
also (Group III resection). Some surgeons be- 
lieve that concomitant excision of a duodenal ul- 
cer is necessary to thwart the ulcer diathesis when 
gastric resection is undertaken; the experience 
of this clinic, however, suggests that, when the 
capacity of the stomach to secrete acid is de- 
pressed effectively by an extensive gastric resec- 
tion, it is an item of no consequence whether the 
ulcer is excised or not. 


The Bleeding Ulcer 


Doctor Ude’s suggestion that the roentgenolo- 
gist, as wellas the pathologist, finds a duodenal ul- 
cer not uncommonly in the second portion of the 
duodenum is a matter of real interest. Large 
duodenal ulcer craters frequently do give rise to 
a good deal of distorsion in the anatomy of the 
segment just beyond the pylorus. My own ex- 
perience in operating for duodenal ulcer suggests 
definitely that most ulcer craters lie just beyond 
the pylorus. The surgeon as well as the roent- 
genologist can become confused as to where the 
pylorus is. As Doctor Ude intimated, the typical 
bleeding duodenal ulcer causing massive hemor- 
rhage is an ulcer on the posterior duodenal wall, 
perforating or perforated up against the pancreas. 
Sudden death from hemorrhage usually is occa- 
sioned by erosion of the gastroduodenal artery 
which lies beneath the posterior duodenal wall 
and with progression of the erosive process this 
vessel comes to lie in the bed of the ulcer. Ob- 
viously if the surgeon operates to arrest continued 
hemorrhage, the bleeding vessel in the ulcer 
crater must be dealt with. Doctor Ude’s find- 
ing of such ulcers in the second portion of the 
duodenum does not gainsay the possibility of the 
surgeon being able to deal with the situation at 
operation. As a matter of fact, operation for 
massive hemorrhage from a duodenal ulcer as- 
sumes that the surgeon will open the duodenum 
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deliberately by amputating just beyond the 
pylorus, find and suture the bleeding point, and 
close the open duodenum by inverting the anterior 
wall against the pancreas.?"*° This is technically 
a difficult procedure, but in practiced hands it 
can be accomplished with an adequate and safe 
duodenal closure. The operation then is con- 
cluded by doing a simultaneous three-quarter re- 
Whereas concurrent obstruction and 
hemorrhage constitute a good indication for early 
operation for the arrest of hemorrhage, in the 
main, as indicated above, uncomplicated hemor- 
rhage will cease usually with employment of con- 
tinuous intragastric drip feedings. It is our prac- 
tice to employ the Varco formula*®* Number 2 
for such feedings. If the patient has had a long 
antecedent story of difficulty prior to admission 
to hospital for bleeding—in other words, if the 
indication for gastric resection is good, we fre- 
quently proceed with the operation as soon as the 
bleeding has stopped. The intragastric drip feed- 
ing of the Varco formula (high protein and car- 
bohydrate and low fat diet) prepares the patient 
well for operation and an additional long period 
of hospitalization prior to operation becomes un- 
necessary. 


section. 


Obstruction 


In the experience of this clinic, true duodenal 
stenosis is rare. The usual cause of pyloric ob- 
struction in the presence of a duodenal ulcer is 
a perforating or a perforated ulcer.*° An area of 
induration occurs about the ulcer bed and this oc- 
currence, together with swelling and edema of the 
mucosal folds, brings obstruction about. In con- 
sequence, obstruction frequently relents under 
conservative management ; even a fairly persistent 
obstruction, however, may have its origin in the 
contraction and extrinsic duodenal compression 
accompanying induration of the ulcer bed and the 
edema of the mucosal folds. The typical ulcer 
causing obstruction is a perforated ulcer on the 
posterior duodenal wall, the pancreas constituting 
the ulcer bed. In approximately 80 per cent of 
instances this is the situation found in obstruct- 
ed duodenal ulcers—just as this is the common 
location of bleeding ulcers giving rise to massive 
hemorrhage. In about 15 per cent of instances, 
the ulcer has perforated into the hepato-duodenal 
ligament on the superior wall of the duodenum. 
This is the ulcer which is extremely difficult to 
deal with surgically, particularly if the crater is 
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very large. It is in such instances that the IVA 
operation (Finsterer exclusion with exenteration 
of the antral mucosa) is indicated.”® 

Duodenal ulcers that give rise to freé perfora- 
tion into the peritoneal cavity are invariably 
found on the anterior wall. 


The Problem of the Gastric Ulcer 


A number of studies suggest that a gastric ulcer 
is‘ more amenable to cure by surgery than is 
the duodenal ulcer—that is, a recurrent stomal 
ulcer is less likely to follow operation for a gas- 
tric ulcer than after operation for duodenal ul- 
cer. Just why this is so has defied explanation. 
An even more important consideration is the 
likelihood of mistaking a gastric cancer for a 
benign gastric ulcer. Wilson and MacCarthy 
(1913) gave a lively emphasis to this occurrence 
thirty years ago. In the immediately ensuing 
years more heat than light was generated by a 
discussion of the problem of malignancy being 
engrafted on a benign ulcer. There can be no 
doubt that such transformation occurs. The more 
important consideration, however, is that there is 
great likelihood of confusing one with the other. 
Allen and Welch of Boston have latterly given 
much emphasis to this possibility. I would sug- 
gest that the likelihood of a persistent gastric 
ulcer on the lesser curvature of the stomach be- 
ing malignant approximates 10 per cent. In per- 
sistent prepyloric defects, however, the possibili- 
ty of procrastinating with conservative manage- 
ment for ulcer when, as a matter of fact, ma- 
lignancy is already present is far greater. Prob- 
ably the hazard of mistaking a malignancy for 
an innocent lesion in the prepyloric area is twice 
that of the lesser curvature lesion or approxi- 
mately 20 per cent. It becomes evident, there- 
fore, that the roentgenologist, probably more than 
any other clinician who comes in contact with the 
ulcer patient, holds the unique responsibility of 
determining, by the nature of his report, the char- 
acter of the treatment undertaken. If the roent- 
genologist lacks confidence in the ability of the 
surgeons in his group to deal satisfactorily with 
the situation, one can understand the misgivings 
which prompt the roentgenologist to report his 
interpretations in such a manner that the clinician 
wiil feel completely justified in procrastinating 
further with a lesion of doubtful nature. When 
it is realized, however, that, following excision 
of the lesion, the pathologist frequently finds it 
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necessary to reserve opinion on the diagnosis 
until microscopic sections are available, it be- 
comes apparent that the roentgenologist who pro- 
fesses to be able to distinguish these lesions with 
almost unfailing accuracy arrogates to himself an 
extension of vision which only the microscope 
permits. In clinics where gastric resection is done 
for ulcer at a risk of 2 to 3 per cent and for 
gastric cancer at risks not far out of line with this 
figure, there is no need for the roentgenologist 
to carry alone the burden of the grave respon- 
sibility of differential diagnosis. Earlier opera- 
tion for many gastric ulcers will lead to earlier 
recognition of the presence of malignancy. 
Occasionally both a gastric and a duodenal le- 
sion are demonstrated by roentgen study. Such a 
circumstance frequently leads the clinician to de- 
cide on the basis of the circumstantial evidence, 
of simultaneous presence of duodenal and gastric 
lesions, that the gastric lesion is benign. In the 
presence of pyloric obstruction, the ability of the 
roentgenologist to determine whether a given le- 
sion is pre- or postpyloric is notably poor—a 
circumstance also well known to roentgenologists. 
Yet, they, too, are not immune from being swayed 
in their judgment concerning the nature of a 


gastric lesion when. an obstructive postpyloric 
lesion is demonstrated simultaneously. The ex- 
perience of finding that a benign and malignant 
gastric lesion can coexist in the stomach simulta- 
neously, has been frequent enough in my experi- 
ence to warrant mentioning this possible source 


of error. An antecedent successful closure of a 
perforated gastric ulcer, similarly does not gain- 
say that the lesion is not malignant. Twice with- 
in a year, in this clinic, when gastric resection 
was done for continuance of symptoms, it was 
found that the supposed benign ulcer was ma- 
lignant. 

The gastroscopist has a real contribution to 
make in the differential diagnosis of gastric le- 
sions. Yet, many times, when all available diag- 
nostic acumen has been applied, the diagnosis is 
not infrequently in doubt until histological sec- 
tions are available for study. 


Precursors of Gastric Malignancy 
The identification of precursor groups of gas- 
tric malignancy, with careful scrutiny of such 
groups by periodic gastric analysis, roentgenolog- 
ic and gastroscopic study will undoubtedly ulti- 
mately lead to earlier diagnosis and to earlier oper- 
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ation for gastric cancer. Some of those precursor 
groups are now apparent: 


1. Patients harboring gastric polyps. 

2. Patients with pernicious anemia. 

3. Patients with an atrophic gastric mucosa. 

4. The patient with a gastric ulcer, especially 
a persistent prepyloric defect. 

5. Achlorhydric patients past sixty years of 
age. 

6. Blood relatives of patients who have car- 
cinoma of the stomach or pernicious anemia. 


Whereas histamine achlorhydria is quite uni- 
form in all patients with gastric polyps, only 
about 75 per cent of patients with gastric ma- 
lignancy exhibit histamine achlorhydria. These 
latter patients usually have a gastric mucosa 
which is not atrophic beyond the reaches of the 
malignancy. 


The Importance of a Short Afferent Loop in the 
Billroth II Operation for Ulcer 

Surgeons in this country have been veering 
away, in recent years from the short or no loop 
retrocolic gastrojejunostomy accompanying gas- 
tric resection in favor of the long loop antecolic: 
anastomosis. The disposition to do this resides 
apparently in two causes: (1) belief that an an- 
terior long loop anastomosis will do away with 
stomal difficulties, especially postoperative ob- 
struction at the efferent outlet; (2) belief that 
the anterior anastomosis may be performed with 
greater ease. With reference to the first con- 
sideration, I believe it may now be said with 
certitude that the numerous causes conjured up 
by surgeons of the past generation to explain ob- 
struction at the efferent outlet are wholly for- 
tuitous and irrelevant and have no bearing upon 
the matter. Amongst these are: the length of 
the afferent loop, its direction with reference to 
the gastric current and the site of the anastomosis 
to the stomach. The only thing that matters is 
the patency of the efferent outlet and this is de- 
pendent wholly on the amount of tissue invert- 
ed.?* The average diameter of the jejunum at the 
ligament of Treitz is approximately 3.5 centi- 
meters. If the surgeon utilizes only 0.5 centi- 
meters of the bowel wall anteriorly and poster- 
iorly in effecting the anastomosis, the residual 
lumen will be 2.5 centimeters. If, on the con- 
trary, he employs 1.5 centimeters of the jejunal 
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diameter anteriorly and posteriorly in effecting 
the anastomosis, the residual diameter will be 
only 0.5 centimeters. If continuous, constricting 
sutures have been employed, mucosal swelling 
occurs additionally and no residual lumen re- 
mains and gastric retention and obstruction fol- 
low. Since we became alert in this clinic (1940) 
to the importance of inverting a minimum of 
tissue in effecting the anastomosis, no instances 
of gastric retention after gastric resection have 
been observed in a consecutive group of cases 
totalling more than 409 gastric resections for 
ulcer and cancer. 

Proof of the importance of employing a short 
afferent loop even in extensive resections for 
ulcer rests on two grounds: (1) clinical; (2) 
experimental. As concerns the first, more than 
300 consecutive resections have been performed 
for ulcer in this clinic (Operations Group II] 
and IVA) without a single recurrent ulcer in 
this group. The three-quarter resection with ex- 
cision of the pylorus and antrum (approximately 
250 patients) or exenteration of the antral mu- 
cosa (more than fifty patients) with a short or 
no loop Hofmeister termino-lateral gastrojejunal 
anastomosis, utilizing the Billroth II plan of 
operation, has been employed in these patients. 
Kiefer (1942) reports from the Lahey Clinic a 
group of 173 resections for duodenal ulcer in 
which the incidence of gastrojejunal ulcer was 
11.4 per cent (posited on recurrence verified at 
operation, roentgen demonstration of a crater or 
bleeding). In forty-nine resections for gastric 
ulcer, Kiefer failed to observe recurrent gastro- 
jejunal ulcer. Lahey and his group’ have been 
ardent advocates of the antecolic long afferent 
jejunal loop in effecting gastrojejunal anastomosis 
following gastric resection. The more direct ex- 
perimental proof of the importance of the short 
afferent loop is posited on the following evidence : 
We were unable to produce ulcer employing the 
histamine-beeswax technique in four dogs upon 
which the three-quarter gastric resection had been 
performed employing a short afferent loop; when, 
however, a long afferent jejunal loop was em- 
ployed in the anastomosis, perforation of a gas- 
trojejunal ulcer occurred in both dogs in which 
the operation was done after daily implantation 
of histamine-in-beeswax.'*!7 Moreover, in four 
long-time survival experiments, spontaneous per- 
foration of a gastrojejunal ulcer occurred after 
the three-quarter resection employing a long af- 
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ferent jejunal loop in two dogs at approximately 
fifteen and eighteen months following the oper- 
ation. The histamine-beeswax implantation was 
not employed in this latter group of dogs.?*** 

The occurrence of gastrojejunal ulcer after the 
performance of the Schmilinsky procedure of ef- 
fecting total intragastric regurgitation, with or 
without antral excision, is well known. In 1929 
McCann reported that he had produced gastro- 
jejunal ulcer in 80 per cent of twenty-six dogs 
operated upon according to the Schmilinsky plan. 
A number of investigators have repeated Mc- 
Cann’s experiments with rather indifferent results. 
None of subsequent investigators, including Ivy 
and Fauley (1931), Weiss, Graves aad Gurriaran 
(1932), Graves (1935) and Maier and Gross- 
man (1937) were able to confirm McCann’s ob- 
servation of a high incidence of gastrojejunal 
ulcer following this procedure. In 1940, it was 
reported from this laboratory that eight dogs had 
been operated upon according to the Schmilinsky 
plan without the occurrence of a single gastro- 
jejunal ulcer.** My associate, Dr. R. L. Varco, 
who made the anastomoses, employed a_ short 
duodenal loop approximately 8 centimeters in 
length. Since then Drs. K. A. Merendino and 
Sidney Litow repeated the experiment in four 
dogs, employing a long afferent jejunal loop. All 
four dogs died of spontaneous perforation of a 
gastrojejunal ulcer.?*** 

These two bits of evidence (clinical and experi- 
mental) appear to afford convincing proof that 
employment of a short afferent loop is imperative 
even in extensive gastric resections to thwart ef- 
fectively the ulcer diathesis. Wherein the nature 
of the protection afforded by the short afferent 
loop lies has, as yet, not been established. There 
are three possible explanations****: (1) the long 
afferent loop constitutes essentially a_ spatial 
Mann-Williamson operation ; (2) the jejunal mu- 
cosa at some distance from the ligament of Treitz 
is less resistant to the acid-peptic digestive juice 
than are more proximal segments of the jejunum 
or duodenum; (3) the lesser secretin content of 
aboral jejunal segments as contrasted with the 
duodenum. Since the experiments of Bayliss and 
Starling (1902) it has been known that pan- 
creatic secretion rich in alkaline buffers is de- 
pendent in large measure upon the delivery of the 
acid gastric juice into an intestinal segment where 
the mucosa contains abundant secretin. These 
three possible explanations are now in the process 
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of being submitted to experimental scrutiny.” 
Which of these factors or whether more than one 
factor operates to produce the difference in be- 
havior with a long or short jejunal loop, described 
above, we hope experiment will elucidate. 


The Billroth II Plan of Operation Abets the 
Ulcer Diathesis 

It perhaps is not out of place to point out too 
that the Billroth II plan of operation abets the 
ulcer diathesis. Spontaneous ulcer in dogs is vir- 
tually unknown or, at any rate, is a great rarity. 
When, however, gastrojejunostomy is established 
in dogs, an incidence of gastrojejunal ulcer is 
observed in 6.6 per cent (Montgomery 1923). 
If, in addition, pyloric exclusion is performed, 
gastrojejunal ulcer occurs in dogs in approximate- 
ly 50 per cent of instances (McMaster 1934; De- 
Bakey 1937), indicating that the Billroth IT plan 


of operation abets the ulcer diathesis. As a mat- 


ter of fact, Eiselsberg, who devised the procedure 
of combining gastrojejunostomy with pyloric ex- 
clusion, did it on the basis of affording complete 
rest to a duodenal ulcer. Within a very few years 
thereafter, however, he observed that the high 
incidence of gastrojejunal ulcer following this 


procedure (37.5 per cent) warranted its discon- 
tinuance. Wherein does the explanation of the 
increased susceptibility to gastrojejunal ulcer lie 
following performance of gastrojejunostomy 
combined with pyloric exclusion? I am inclined 
to believe it resides in this, that the exclusion of 
acid gastric juice from the duodenum prevents 
normal operation of the hormonal secretin mech- 
anism described by Bayliss and Starling. At any 
rate, it appears likely that the surgeon can do 
no better than to imitate nature in not allowing 
any great distance to intervene between the sites 
of entry of gastric juice and bile and pancreatic 
juice into the intestine. 


How Short Can the Afferent Loop Be Made in 
The Billroth II Plan of Operation in 
Gastric Resection for Ulcer? 

In this clinic a short retrocolic anastomosis has 
regularly been employed in gastric resection. 
Over a period of more than two years, the an- 
astomosis in patients with ulcer has been made 
at the ligament of Treitz. Since the experimental 
observations relating to the importance of a short 
afferent loop were made, I have been at pains 
to determine, at operation, the length of the prox- 
imal duodenal segment. 
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It has been a matter 


of some surprise to learn that anastomoses can 
be made at 12 to 20 centimeters from the divided 
and inverted proximal end of the duodenum. [n- 
asmuch as anatomists describe the duodenum as 
being 25 to 30 centimeters in length, it is appar- 
ent that such anastomoses in effect are gasiro- 
duodenostomies in the mid-duodenum or the distal 
third of the duodenum quite regularly. 

The question naturally arises: Would it be bet- 
ter to resect less of the stomach and return to the 
Billroth I plan of operation? The frequency with 
which perforated posterior wall duodenal ulcers 
are encountered at operation suggests that such a 
scheme would not be feasible in a large number 
of patients now treated satisfactorily in the man- 
ner described herein. The results of the pres- 
ent plan of treatment have been so uniformly suc- 
cessful as to suggest its continuance until a more 
conservative plan of treatment, equally satis- 
factory, is available. 


Results of Resection for Ulcer 


Anyone who has had the opportunity of ob- 
serving a large group of ulcer patients, many of 
whom suffered threatened or actual emotional or 
economic ruin because of years of enforced un- 
successful medical management, cannot help but 
be enthusiastic over surgery for such patients 
when he realizes : 


That the operation may be done at little 
risk—even less risk than the ordinary ulcer 
patient runs from perforation alone. The 
risk of operation in this clinic for ulcer, in- 
cluding complications from all causes such 
as perforation, massive hemorrhage, gas- 
trojejunal ulcer, and gastrojejuno-colic fis- 
tula has been 5 per cent. The mortality in 
resections of election has varied between 2 
and, 3 per cent. 

That the operation frees the patient from 
the necessity of dieting. 

That the operation doesn’t compromise the 
future for the patient in any serious man- 
ner. 

That the operation curbs the ulcer diathesis 
permanently. 


It is true that a three-quarter resection does 
diminish the gastric capacity for several weeks 
or months. In fact, a few patients find they 
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ULCER PROBLEM—WANGENSTEEN 


cannot ingest, without some measure of discom- 
fort, a full holiday dinner even after the elapse 
of a few years. Yet no real handicap is suffered 
on this score save by a few patients. In the main, 
the sturdy, hypersthenic patient rarely complains 
of any disability on this score. Frequently by the 
time such a patient leaves the hospital (usually 
the seventh or eighth day after operation), he 
finds that his gastric capacity is already quite 
normal. When seen in the Outpatient Clinic a 
few weeks after leaving hospital, he may insist 
that he can eat as large a meal as he ever did. 
It is the thin, lanky person of hyposthenic build, 
whose stomach at operation is found to be longer 
and larger than the hypersthenic patient, who 
suffers most from reduction in gastric capacity 
after operation, and who may find that it takes 
some time before he can ingest his food rapidly 
or drink fluids with his meals. As a matter of 
fact it is not actually the reduced gastric capacity 
that bothers these patients. On the contrary, it 
is the rapidity of gastric emptying. When the 
duodenal or jejunal loop becomes adjusted to the 
quick emptying mechanism of the residual gas- 
tric pouch, this disability becomes less noticeable. 
In some patients, however, rapid eating and the 
ensuant quick emptying of the stomach (the py- 
lorus being gone) may produce transient nausea 
and provoke sweating. 

The operation of three-quarter resection for 
ulcer has been done in approximately a dozen 
patients who, at some time or another previously, 
had been under psychiatric treatment for emo- 
tional instability. The convalescent period in 
these patients is more trying than in the ordi- 
nary run of patients. Yet, when the status of 
these patients is revaluated with the passage of 
years, it is surprising to note how ridding the 
patient of the ulcer diathesis has improved his 
emotional instability. A recent survey of our 
experience on this score has been quite reassur- 
ing. 

No patients with severe anemia ,have been ob- 
served in this large group of patients who have 
been submitted to three-quarter resection for ul- 
cer. Nor should one expect to find intractable 
anemias,® inasmuch as the intrinsic factor resides 
largely in the fundus of the stomach of man 
(Castle). The most reassuring circumstance, 
however, is that not a single recurrent gastroje- 
junal ulcer has occurred amongst the patients who 
have had the Group III or the IVA operations. 
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No Necessity for Dietary Strictures 


Inasmuch as the operation described herein 
reduces effectually the capacity of the stomach to 
secrete acid, no necessity exists for imposing 
dietary strictures on patients having undergone 
resection. Only those patients who have difficulty 
sustaining an optimal weight for their height are 
asked to take an extra amount of fat, such as 
butter, cream, cheese, bacon and pastry, to insure 
a good caloric intake. Inasmuch as alcohol is a 
profound stimulus of gastric secretion, caution is 
urged on this score. Patients are not denied the 
privilege of taking a glass of beer or wine, or 
even of drinking a cocktail. Nevertheless, be- 
cause of the known capacity of alcohol to pro- 
voke a generous flow of gastric juice, patients are 
urged to eat directly on imbibing an alcoholic 
beverage. 

Summary 


Ulcer is essentially the end effect of the diges- 
tive action of the acidpeptic gastric juice upon the 
gastric or duodenal wall. It may occur in any- 
one who has a stomach which secretes an abun- 
dant amount of free hydrochloric acid. Ulcer 
occurs spontaneously in man. The spontaneous 
occurrence of ulcer in laboratory or domestic an- 
imals is distinctly unusual. Yet, by stimulating 
the endogenous mechanism for the secretion of 
acid, ulcer may be produced almost at will in 
most of such animals. Under the influence of 
daily implantation of histamine-in-beeswax a tor- 
rent of acid secretion occurs which breaks down 
the capacity of the tissues coming in contact with 
the acid to defend themselves. In consequence 
of this failure of neutralization of the acid, ulcer 
comes about. Erosion, a frequent occurrence in 
the stomachs of normal individuals, is undoubt- 
edly a common precursor of ulcer. The prob- 
abilities are that the margin of difference between 
a person who has an ulcer and one who has not, 
is not great. 

Frequent feeding constitutes the essence of sat- 
isfactory conservative management of ulcer. The 
long night hours of fast constitute essentially the 
most important defect in medical management. 
The surgical management of ulcer concerns itself 
primarily with medical failures and the complica- 
tions of ulcer. 


A satisfactory operative treatment for ulcer has 
been devolved which, in the light of the experi- 
ence of this clinic, suggests that it may be done 
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as a one-stage operation upon patients presenting 
the proper indication for operation without fear 
of prejudicing the future for the patient and with 
real assurance of thwarting the ulcer diathesis 
permanently. The criteria of such an operation 
may be defined. 

It is to be hoped that, as our knowledge of 
the inter-relation of the digestive processes be- 
comes better known, a satisfactory conservative 
treatment may be worked out on the thesis of 
trying to get the digestive glands in question to 
work in co-operative harmony. 
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UTSTANDING achievements have occurred 

in the field of cardiology with the result that 
today as never before the physician is better 
equipped to render a correct diagnosis, to ap- 
proach reasonable accuracy in prognosis and to 
offer the patient the greatest benefit of therapy 
within the existing limits of knowledge and expe- 
rience. These plaudits, however, must not be ac- 
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A CONSIDERATION OF CERTAIN UNSOLVED PROBLEMS IN CARDIOLOGY 


FREDRICK A. WILLIUS, M.D. 
Rochester, Minnesota 


cepted with any degree of complacency, for the 
cardiologist is keenly aware of the many unsolved 
problems that daily confront him. There are 
certain of these unsolved problems that I wish 
to discuss. 


Coronary Disease 


Of paramount importance is the appalling in- 


crease in the incidence of coronary artery disease 
and its ever-increasing appearance among younger 
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persons. This increased incidence among younger 
persons especially constitutes a serious threat to 
future generations unless the cause or causes of 
the disease become known and adequate measures 
can be instituted to prevent its progression. The 
problem briefly resolves itself into a need for de- 
termining the causes of atherosclerosis and arte- 
riosclerosis. For many years the medical profes- 
sion has been content to accept these arterial 
changes as a customary phenomenon in the proc- 
ess of aging. Many arguments to the contrary 
are at Once apparent and the acceptance of this 
concept completely excludes constructive thought 
and effort in solving this important problem. 
Many concepts have been expressed but as yet the 
true answer to the question remains concealed. 

Some of the hypotheses prevalent today con- 
cerning the causes of arteriosclerosis and athero- 
sclerosis may be briefly summarized in the follow- 
ing manner: 


1. The factor or factors of heredity tend in 
certain instances to create persons who are more 
susceptible to the development of arterial dam- 
age than other persons are. They are susceptible 
earlier in life and the damage tends to follow a 
marked and progressive course. These individ- 
uals may be considered candidates for localized or 
widespread arterial disease eventuating in coro- 
nary artery disease, predominant involvement of 
other arteries, hypertension or various combina- 
tions of these conditions. 

2. The stresses and strains of modern life 
have been accorded much importance and may 
play an important role provided that cardiovas- 
cular candidates do exist. 

3. High protein diets for many years were be- 
lieved to contribute to the production of arterial 
damage. This concept received some acceptance 
following the production of arteriosclerosis in 
herbivorous animals by means of a prolonged and 
unaccustomed diet high in proteins. 

4. Infections capable of producing arteritis 
have received some attention as etiologic factors 
of atherosclerosis and arteriosclerosis. Among 
them are typhoid fever, bona fide influenza, rheu- 
matic fever and syphilis. 

5. The more universal and excessive use of 
tobacco has been linked with the increasing in- 
cidence of arterial disease. 

6. More recently, the concept that the arterial 
changes under discussion result from a disturb- 
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ance in lipoid metabolism has received consider- 
able attention. This hypothesis concerns itself 
with the occurrence of hyperlipemia from faulty 
lipoid metabolism and as the body ages (normal- 
ly or prematurely) the power to remove the ex- 
cessive quantities of lipoids from the arteries is 
lost. These substances act as irritants and even- 
tuate in atherosclerosis and arteriosclerosis. How- 
ever, absolute proof of the correctness of this 
concept is still not at hand. Some evidence in- 
dicates that the lipoids are in some manner con- 
cerned in this process but their actual role or 
sequence in the pathogenesis of arterial disease 
is still problematic. 

In the analysis of these various concepts it 
becomes evident that no single concept adequately 
fits all circumstances. Although certain ones ap- 
pear to have some significance in certain cases, a 
common denominator pertinent to all cases is 
still lacking. Interesting as these speculations 
may be the etiology of atherosclerosis and arte- 
riosclerosis, and therefore of coronary artery 
disease, still is unknown. 


Subacute Bacterial Endocarditis 


Another important disease of great interest to 
the cardiologist is subacute bacterial endocarditis. 
Here again, numerous unsolved problems exist, 
particularly those with regard to the pathogenesis 
of the disease. Physicians are generally in agree- 
ment on two fundamental issues regarding the 
development of the disease, namely, (1) the ex- 
istence of a pre-existing valvular injury or con- 
genital defect and (2) the presence of a transient 
bacteriemia (usually due to the streptococci of the 
viridans group). These two factors, however, in- 
adequately answer the question because they con- 
cern themselves only with the minority of those 
cases, that is, the cases in which subacute bacterial 
endocarditis develops, and fail to explain the 
majority of cases in which, under apparently 
identical circumstances, the disease does not de- 
velop. The question which must be answered, 
therefore, is what factors prevail in cases in which 
healed valvular defects are present and phases 
of transient bacteriemia appear (a not uncommon 
occurrence during the lifetime of many per- 
sons) but in which subacute bacterial endocarditis 
does not develop. 

In the majority of cases of subacute bacterial 
endocarditis the infecting micro-organisms are 
of relatively low virulence although exceptions to 


723 





CARDIOLOGY—WILLIUS 


this statement are recognized. Furthermore, con- 
siderable evidence indicates that a state of hyper- 
immunity exists which is believed to be conferred 
to a large degree by the reticulo-endothelial sys- 
tem. Local and systemic tissue resistance, a state 
of hyperimmunity and, generally, invading organ- 
isms of low virulence are believed to produce the 
subacute or chronic course of the disease. 

These considerations, however, do not help to 
solve the fundamental problems. I repeat the main 
question: what factor or factors determine the 
development of the disease in one patient and pre- 
vent its development in another who clinically has 
an analogous condition? For example, both have 
valvular or congenital cardiac defects and both 
have been subjected to transient phases of bacter- 
iemia. The one, however, eventually has subacute 
bacterial endocarditis and the other does not. 

Evidence indicates that the state of hyperim- 
munity, local tissue resistance and the low vir- 
ulence of the micro-organisms permit focaliza- 
tion of micro-organisms. If this combination of 
circumstances causes such focalization of bacteria 
on the endocardium, why does it occur in some 
cases and not in others? Platelet thrombi on the 
endocardium are considered by many observers as 
being prerequisite to and acting as foci for the 
lodgment for micro-organisms. But here several 
questions arise: 


1. Do the platelet thrombi develop before the 
bacteriemia or are they the result of it? 

2. Is their development based on unique me- 
chanical or immunologic factors or both? 

3. What is the role of the mononuclear en- 
dothelial cell proliferation which so commonly oc- 
curs in endocarditis ? 

4. Are endocardial defects, at times occurring 
with this proliferation, a requisite for the de- 
velopment of platelet thrombi? 

5. Do the micro-organisms always find lodg- 
ment by direct contact with the mural endocardi- 
um or does embolic valvulitis play a role in cer- 
tain cases? 

6. Many authors comment on the increased 
local resistance of injured valves. Is this state- 
ment a mere presumption? If it is not, what 
factors are operative to produce increased local 
resistance in congenital cardiac defects, even 
those as trivial as bicuspid aortic valves? 


From the various questions mentioned and 
many others of more remote application not men- 
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tioned, it is clear that numerous uncertainties exist 
regarding the pathogenesis of subacute bacterial 
endocarditis. These problems are of great im- 
portance owing to the fact that the present treat- 
ment of subacute bacterial endocarditis is ex- 
tremely discouraging notwithstanding undue 
optimism in certain quarters. An analysis of more 
than 3,000 cases reported in the literature at var- 
ious times in recent years revealed cures in only 
two per cent. These cures include spontaneous 
recoveries. These data do not include cases of 
patent ductus arteriosus with superimposed sub- 
acute bacterial endarteritis in which cure is ef- 
fected by surgical ligation. 

It is thus apparent that a more exact knowl- 
edge of the pathogenesis of the disease is neces- 
sary, because the probability exists that its pre- 
vention rather than its cure may be a necessary 
accomplishment. 


Chronic Constrictive Pericarditis 


Certain unanswered questions prevail in chronic 
constrictive pericarditis, and of special interest 
are the cases in which calcification of the peri- 
cardium is associated. Although much has been 
learned concerning the clinical recognition of 
constrictive pericarditis and its crippling effect 
on the heart in the production of an inflow in- 
sufficiency, the etiology of the form of the disease 
associated with calcification of the pericardium 
is still uncertain. In certain cases of chronic con- 
strictive pericarditis a rheumatic etiology has 
been postulated, but lack of incriminating evi- 
dence in the great majority of cases invalidates 
this presumption. Although rheumatic fever com- 
monly produces pericarditis and may involve the 
pericardium so extensively that the sac is com- 
pletely obliterated, constriction rarely occurs and 
the deposition of calcium in the pericardial tis- 
sues is still more uncommon. Another bit of 
evidence which points away from rheumatic 
disease as an etiologic factor is that valvular le- 
sions are extremely rare in classical cases of 
chronic constrictive pericarditis. 

Tuberculosis at times has been proved to be the 
etiologic infection in chronic (or subacute) con- 
strictive pericarditis with or without calcifica- 
tion. This type of infection, however, explains 
only a small percentage of cases. In tuberculous 
constrictive pericarditis the course of the disease is 
usually of relatively short duration (four to six 
months) or the disease may represent an exacer- 
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bation of a previous pericarditis and signs of 
active infection are usually present. 

Occasionally a history of previous intrathoracic 
infection is elicited, notably of recurrent episodes 
of pneumonia and yet in the majority of cases 
clues to the exact nature of the initial pericardial 
injury cannot be found. The classical form of 
chronic constrictive pericarditis with calcification 
occurs with much greater frequency among males 
than among females; it may occur in childhood 
or adult life. The signs of constriction may be of 
only a few months’ duration but more commonly 
they have been present for several years before 
the true nature of the disease is recognized. Al- 
though calcification is not a universal concomitant 
of chronic constrictive pericarditis, its incidence 
is remarkably high. Generally speaking, the dep- 
osition of calcium in the healing of an inflam- 
matory process requires considerable time, yet in 
some cases of chronic constrictive pericarditis a 
remarkably short time has elapsed from a state of 
apparent normal health to the onset of symptoms 
and signs of constriction and the demonstration 
of calcium in the pericardium. 

Several interesting questions immediately pre- 
sent themselves regarding the etiology of this 
unique disease. 


1. Is the primary infection of the pericardium 
so insidious that symptoms and signs of its pres- 
ence are not apparent? 

2. What factor or factors influence or deter- 
mine the great variations in the course of the 
disease? 

3. While rheumatic fever and tuberculosis both 
have been linked with constrictive pericarditis, 
what infection accounts for the majority of 
cases? 

4. Does the predominance of the disease among 
males have any etiologic significance? These 
points of conjecture warrant renewed and vigor- 
ous interest and investigation in this extremely 
interesting and crippling disease. 


Paroxysmal Tachycardia 


The rather commonplace disturbance known 
as paroxysmal tachycardia still presents numerous 
unsolved problems. In this discussion I refer 


particularly to the supraventricular forms of the 
disorders, namely paroxysmal auricular and nodal 
tachycardia. Although these paroxysmal accelera- 
tions may occur when various forms of heart 
disease exist, they occur more frequently when 
the heart is not diseased. The cause of the ac- 
celerated heart action is stated glibly as a rapid 
succession of abnormal stimuli usually resident 
in an ectopic focus beyond the sino-atrial node. 
This explains, in a limited sense, the mechanism 
of the disorder but sheds no light on its actual 
cause. Clinicians have been inclined to explain 
the condition on the likewise vague basis of a 
focus of increased cardiac irritability. The liter- 
ature contains numerous but rather meaningless 
explanations which even include a presumptive 
allergic origin of the condition. 

For many years considerable speculation has 
centered about the role of the cardiac nerves, 
namely, the cardiac vagus and the parasympa- 
thetic nerves, but only theoretical considerations 
are as yet available. In recent years it has been 
shown that the subcutaneous administration of 
acetyl-8-methylcholine is capable in certain in- 
stances of causing the sudden cessation of the 
paroxysm of tachycardia. Its effect appears to be 
similar to that occurring from stimulation of the 
vagus and parasympathetic nerves. These obser- 
vations have brought forth the query regarding 
the possibility of a periodic lowering of the nor- 
mal choline content of the blood and tissues oc- 
casioned, perhaps, by a rise in its antagonistic 
component, cholinesterase. While these specula- 
tions are of considerable interest, they still re- 
main speculations. 

Even in ventricular tachycardia in which car- 
diac disease is the rule or in which abnormal 
drug reactions have occurred, the exact cause of 
the abnormal tachycardia remains obscure. I am 
certain that paroxysmal tachycardia constitutes 
another unsolved problem with which critical 
investigation of future years must concern itself. 


Comment 


I am confident that my fellow cardiologists 
have pondered these same problems and have 
experienced the same feelings of frustration when 
critical explanations for these and other ques- 
tions have been demanded. 
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AN ANALYSIS OF THE OBSTETRIC DEATHS DUE TO HEMORRHAGE 


Minnesota Maternal Mortality Committee 


During the twelve-month period from July 1, 1941 
to June 30, 1942, the Minnesota Maternal Mortality 
Committee has recorded and analyzed 112 Maternal 
deaths. Of these, hemorrhage was found to be the 
cause of death, or an important contributory cause, in 
21 cases or 1875 per cent. In other words, nearly 
one of every five women in this obstetric mortality 
group died as a result of hemorrhage. The aims of 
this analysis are twofold: (1) to study the under- 
lying factors responsible for the hemorrhage, and (2) 
to offer suggestions for the management of conditions 
associated with bleeding during pregnancy, labor and 
the puerperium. 

The deaths due to hemorrhage are almost equally 
divided into two groups. The first group of ten pa- 
tients with antepartum hemorrhage had an average age 
of thirty-three years, and an average of five previous 
pregnancies per patient, but only 1.5 living children. 
The second group of eleven patients with postpartum 
hemorrhage averaged 29.7 years in age. They had an 
average of 1.8 pregnancies per patient with 1.6 living 
children. 

In the entire series only four were primiparas. Of 
the seventeen multiparas, five had had two pregnancies; 
four had had three; two had had four each; while 
six had had more than five pregnancies, with one wo- 
man having had fourteen. 

Postpartum hemorrhage was the cause of death in 
ten patients, placenta previa with hemorrhage in five, 
premature separation of the placenta with hemorrhage 
in four, rupture of the uterus in one and inversion of 
the uterus in one. 

A critical analysis of the case reports was made by 
the Maternal Mortality Committee in an attempt to 
determine whether or not the errors and deficiencies 
in (1) prenatal care (2) management of the labor and 
delivery or (3) postpartum care were contributing fac- 
tors in the maternal mortality in each case. 


Prenatal Care.—An analysis of the prenatal care re- 
ceived by these twenty-one patients reveals that seven 
received no prenatal care. In three of these, the re- 
sponsibility was charged to the patient. Inasmuch as 
the patient presented herself for prenatal care, but none 
was given, the physician was charged with the respon- 
sibility for lack of prenatal care in four instances. 
Nine patients received prenatal care which was faulty 
but noncontributory, whereas in five patients it was 
considered faulty and definitely contributory to the 
cause of death. Thus the prenatal care was adjudged 
incomplete or inadequate in 100 per cent. 

Although the State Board of Health has for many 
years made blood Wassermann examinations free of 
charge, only six of the twenty-one physicians availed 
themselves of this service. In the majority of cases 
the medical history was incomplete, or entirely lack- 
ing, and in many instances the blood pressure was not 
taken during the entire pregnancy. Outstanding also 
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was the lack of any attempt to determine the adequacy 
of the pelvis. Even the most elementary and available 
forms of pelvic mensuration were rarely utilized, re- 
gardless of whether or not the history revealed a 
dystocia in a previous pregnancy. Likewise, the ma- 
jority of the patients did not have a general exam- 
ination or a pelvic examination during the prenatal 
period. In the few instances where abnormal findings 
were discovered during the prenatal period very little 
or no effort was made to study the patient to deter- 
mine the cause. 


Labor and Delivery—The management of the labor 
and delivery was considered faulty but noncontributory 
in five patients, faulty and definitely contributory in 
fifteen, while one patient died of a severe antepartum 
hemorrhage due to placenta previa. She was not in 
labor and died undelivered. Another patient died, un- 
delivered, of hemorrhage and shock, due to prema- 
ture separation of the normally implanted placenta, 
associated with a toxemia (most likely arterioloscle- 
rotic) at thirty-eight weeks gestation. She was Rh 
negative and succumbed after the third large blood 
transfusion, the donors of which are not known. 

In fifteen patients the Committee considered that the 
manner of conduct of the labor and delivery was not in 
accordance with accepted obstetric standards and con- 
tributed in a definite degree to the fatal outcome. 


Postpartum Care.—Five patients died before or in the 
immediate postpartum period. Faulty postpartum care 
contributed to the death of sixteen. The delay in 
recognition and treatment of acute blood loss is the 
striking inadequacy in the analysis of these sixteen case 
records. Too often intravenous saline and glucose 
were used instead of plasma and whole blood trans- 
fusions. Failure to control or check hemorrhage was 
outstanding. In many instances no effort was made to 
ascertain the source of the bleeding by inspection of 
the birth canal. 

The following are a few of the criticisms in the man- 
agement of these patients: 


No therapy for hemorrhage and shock. 

Failure to examine the cervix after operative de- 
livery and in the presence of uncontrolled hem- 
orrhage. 

Failure to manually remove the placenta and to 
pack the uterine cavity where bleeding is contin- 
uous and persistent. 

Delay in obtaining consultation. 

Use of pituitrin and intravenous saline in a tox- 
emic patient. 

Inadequate treatment of shock. 

Failure to have an available blood donor in the 
face of past obstetric history. 

Inadequate patient study. 

Inadequate aseptic technique. 
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OBSTETRIC DEATHS DUE TO HEMORRHAGE 


Only one autopsy was performed. Postmortem ex- 
amination was requested by the physician in seven cases 
but was denied by the relatives. The attending phy- 
sician made no attempt to secure an autopsy in thir- 
teen of the maternal deaths due to hemorrhage. The 
lack of postmortem examinations is reflected very 
definitely in errors and inaccuracies found on the filed 
birth and death certificates. Only eight of the twenty- 
one were filled out correctly and completely; four 
were incomplete, and nine were erroneous. Two of 
the birth certificates required by law were not filed. 


Postpartum Hemorrhage 


Ten deaths were due to postpartum hemorrhage. In 
nine of these the hemorrhage was the primary cause 
of death, while in one it was considered to be an im- 
portant contributory cause. Labor was induced in three 
of the patients and started spontaneously in the other 
seven. 

One patient was delivered by cesarean section follow- 
ing a sixty-one hour labor, one by podalic version after 
two unsuccessful attempts at forceps delivery, while 
the remaining eight delivered spontaneously. Only 
three attempts were made to control the hemorrhage 
by uterine tamponade. Five of the patients were de- 
livered in the hospital and five were delivered at home. 

The cause of the postpartum hemorrhage was _ be- 
lieved to be due to uterine atony in five patients, lac- 
erated cervix in two, retained placenta in two, and 
an attempted removal of a placenta accreta in one. 

As an example of a preventable death, the following 
case report may be cited: 

A patient who had had a medical induction was de- 
livered by podalic version after two attempts at forceps 
delivery of a fetal head in the right occipitoposterior 
position were unsuccessful. Although meager attempts 
were made to replace blood loss the patient died of 
shock and hemorrhage one hour and fifteen minutes 
later. Autopsy revealed extensive lacerations of the 
cervix, vagina, and external genitalia, a third degree 
laceration of the perineum and hemorrhage into the 
retroperitoneal tissues of the pelvis. The record states 
that a vaginal examination made a few minutes prior 
to delivery revealed a “questionable anterior lip of 
cervix.” This, coupled with the extensive lacerations 
of the cervix found at autopsy, would lead one to be- 
lieve that the cervix was not completely dilated at the 
time of delivery, and that the patient had not yet en- 
tered the second stage of labor. The indications for the 
radical procedures used in the delivery of this patient 
are obscure. Apparently the need for replacing the 
blood loss was not recognized, nor was ariy attempt made 
to prevent further blood loss by repair of the lacera- 
tions. The fluids administered by vein’ during the 
one and one-quarter hours before death consisted of 
200 c.c., 10 per cent glucose, and 200 c.c. of citrated 
blood. The criticism of the management of this case 
as related to the cause of death is as follows: 

1. Incompetent management of the actual delivery. 
Inadequate treatment for hemorrhage and_ shock. 
Failure to check hemorrhage by repair of lac- 
erations. 
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Another preventable death was that of a thirty-year 
old multipara who was given three medical inductions 
of labor because of hydramnios. The last induction was 
supplemented by intramuscular pituitrin. The pa- 
tient precipitated in bed without preparation for de- 
livery. » The placenta was delivered but postpartum 
hemorrhage ensued. In spite of the administration 
of oxytocics, the hemorrhage continued, but no treat- 
ment was instituted until two hours after delivery when 
the patient was found to be pulseless and in shock. 
No blood pressure determinations were made. Although 
750 c.c. of 5 per cent glucose in saline, 250 cc. of 
plasma and a group IV transfusion (not cross- 
matched) were then administered, the patient failed to 
rally. The uterus was said to have been packed with- 
out moving the patient from her bed. She expired 
four and three-quarters hours after delivery. Per- 
mission for postmortem examination was not requested. 
The management of this case may be criticised on the 
basis of inadequate precautions to prevent further hem- 
orrhage, no therapy for continued vaginal bleeding, fail- 
ure to determine source of hemorrhage, delay in trans- 
fusion, inadequate therapy for hemorrhage, delay in 
uterine tamponade, and lack of blood pressure deter- 
minations. 

In the analysis of these ten deaths due to postpartum 
hemorrhage, eight were classified as definitely pre- 
ventable, one as probably preventable, and one as pos- 
sibly preventable. The death classified as probably pre- 
ventable occurred in a 37-year old multipara who had 
a precipitate and unattended delivery with a postpar- 


tum hemorrhage due to uterine atony and/or cervical 
laceration. Although there was ample opportunity, 
there was delay in inspection of the birth canal to de- 
termine the source of bleeding. “Vaginal” tamponade 
was used with the result that hemorrhage continued, 
but its recognition and treatment were too late. 


The possibly preventable death occurred in a multip- 
ara who had a postpartum hemorrhage following a 
spontaneous abortion at twenty-six weeks. Delay in 
the recognition and treatment of the acute blood loss 
resulted in a marked secondary anemia, and the pa- 
tient succumbed to a streptococcic pneumonia seven days 
after delivery. 


Placenta Previa 


Five deaths were due to hemorrhage associated with 
placenta previa. In four of these, hemorrhage was 
the primary cause of death, and in one it was con- 
sidered to be an important contributory cause. 


One patient died undelivered under circumstances 
which indicate either gross negligence or complete in- 
competence in the handling of vaginal bleeding. She 
was a multipara, who was first seen because of a pro- 
fuse and painless vaginal bleeding. Without any ex- 
amination whatsoever, and without aseptic precautions, 
the vagina was packed with gauze. She was admitted 
to the hospital three hours after the vagina had been 
packed. The patient was bleeding profusely through 
the pack but therapy consisted merely of elevation of 
the foot of the bed and application of hot water bot- 
tles and blankets. The pulse rate was recorded as 140 
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but the blood pressure was not taken. Three hours 
after admission the patient was given morphine and 
atropine because of restlessness; strychnine, caffeine 
and finally intravenous saline was started when she 
became pulseless just before death, four and one-half 
hours after admission, and seven and one-half hours 
after the vagina was packed. No examination of any 
kind was ever done, no laboratory tests nor blood 
pressure recordings taken, no blood obtained for trans- 
fusion, and the pack was left in the vagina. Permission 
for autopsy was not requested. 


The remaining four patients who died of hemorrhage 
from placenta previa were treated by manual dilation 
of the cervix and version with immediate extraction. 
Two had medical induction of labor, one of these in 
the face of severe antepartum bleeding. All four pa- 
tients delivered in the hospital but in only one was any 
attempt made to replace blood loss or to treat shock 
by increasing the blood volume. In two, the placenta 
delivered spontaneously, and in two it was removed 
manually. In only one patient was uterine tamponade 
used for control of postpartum hemorrhage. 

The death in which bleeding was a contributory fac- 
tor was that of a thirty-seven-year-old patient with a 
history of one previous pregnancy which terminated 
in spontaneous delivery of term twins. Slight vaginal 
bleeding was first noted during the three weeks be- 
fore delivery with a severe hemorrhage just before 
hospitalization. She was seen by her physician five 
hours after hospitalization and at this time appeared 
to be in good conditions, but specific information is 
lacking since the examination was incomplete and the 
records grossly inadequate. There was, however, mod- 
erate edema of the lower extremities and a 1 plus al- 
buminuria, but the blood pressure was not taken. A 
sterile vaginal examination was done and two doses of 
5 grains of quinine were administered to stimulate 
the weak uterine contractions. Eight and one-half 
hours before delivery, a second sterile vaginal exam- 
ination was done but nothing is known of the findings 
of these two examinations. It can be assumed that the 
placenta previa was not diagnosed. After almost 
twenty-four hours of labor the physician was called 
to the hospital because of profuse vaginal bleeding. 
The patient was immediately prepared for delivery and 
anesthetized. Vaginal examination revealed only 4 cm. 
cervical dilatation with the placenta covering the whole 
cervical os. Without further delay, the cervix was 
manually dilated and lacerated, the placenta perforated, 
and the fetus (stillborn, 3500 grams.) delivered by ver- 
sion and extraction. The mother was said to be in mild 
shock with marked pallor after profuse bleeding dur- 
ing delivery and manual removal of the placenta. The 
blood loss was not estimated. Glucose (1000 cc. of 
5 per cent in saline) was given and vaginal bleeding 
continued for an unknown period of time, and finally 
stopped without further treatment. No blood pressure 
readings were taken. 


Some forty hours after delivery the patient developed 
chills and fever. Inadequate doses of sulfanilamide 
were given and later a shift to sulfathiazole was made. 
Chills and fever to 104° continued. About the fifth 
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postpartum day the patient received 500 c.c. of pla:ma, 
No blood replacement was attempted, and no labora- 
tory work was done. One week after delivery a spe- 
cialist was called in consultation and found a deep laccra- 
tion of the cervix extending up into one broad ligament, 
postpartum parametritis, moderate ileus, and broncho- 
pneumonia. He recommended continuation of supportive 
therapy, including chemotherapy as well as small blood 
transfusions. On successive days, the patient received 
400 c.c. of citrated blood, but the septic course con- 
tinued, cydhosis appeared, the respiratory rate increased, 
and the patient succumbed ten days after delivery. 
There was no autopsy. 


Comment.—Obviously there is a definite need for an 
understanding of the terrific dangers involved in the 
treatment of placenta previa by accouchement forcé. As 
Eastman points out, the cervix and lower uterine seg- 
ment in placenta previa have the consistency of wet 
blotting paper, consequently radical manipulations, such 
as manual dilatation of the cervix, usually produce 
extensive lacerations which further increase the blood 
loss. David Findley shows in an analysis of 47,828 
cases of placenta previa, that the important factor in 
the decrease in maternal deaths was due to the increased 
use of cesarean section. Mackensie also has reported 
a decrease in maternal death rates in all types of pla- 
centa previa treated by cesarean section as against de- 
livery from below. 

No set of rules can be used in the treatment of all 
cases of placenta previa. The treatment must be de- 
termined by the findings and circumstances in each 
individual patient. Eastman lists a group of general 
principles of present-day therapy in placenta previa 
which are worth enumerating: 


1. The liberal use of blood transfusion is prerequi- 
site to the successful outcome of any form of treat- 
ment. 

2. Rectal examinations are inconclusive and danger- 
ous; sterile vaginal examinations should be done only 
after the operating room is set up for the immediate 
institution of any form of treatment that may be in- 
dicated, including cesarean section. 

3. Provided the patient is not infected, all cases of 
central placenta previa and all cases of partial placenta 
previa in primigravidae are best treated by cesarean 
section. 

4. Most cases of marginal placenta are best handled 
by rupture of the membranes, or, possibly, rupture of 
the membranes and Willett forceps. 

5. In cases which fall between the two extremes men- 
tioned in “3” and “4,” the present trend is toward 
cesarean section. 

6. Concerning the relative value of classical and low- 
cervical cesarean section, opinion is divided; if the 
placenta lies anteriorly, almost all authorities favor the 
classical operation. 


Dippel and Brown have employed soft-tissue roent- 
genography to visualize the placenta. Since the pla- 
centa is usually located either on the anterior or pos- 
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terior wall of the uterus, a lateral roentgenogram may 
be used to determine whether or not the placenta is 
attached in the region of the cervix. The value of 
this procedure is mainly to rule out the presence of 
placenta previa, and thus reduce the number of vaginal 
and cervical examinations required to make a diag- 
nosis. 


Premature Separation of the Placenta 


Four deaths were caused by hemorrhage from pre- 
mature separation of the normally implanted placenta. 
In three the hemorrhage was the primary cause of 
death, and in one it was an important contributory 
cause. Two patients had medical induction of labor. 
One patient died undelivered, the remaining three had 
operative deliveries; two by forceps, and one by cesar- 
ean section. All four patients showed evidence of a 
mild to a moderately severe toxemia of pregnancy by 
the finding of hypertension and/or albuminuria. In 
one, the toxemia was undiagnosed, and in the remain- 
ing three, there was no treatment directed toward its 
Intramuscular pituitrin and intravenous saline 
were used in all four patients. 


control. 


The following case report is an example of a prevent- 
able death in this group: 


A twenty-eight-year-old primigravida with a blood 
pressure elevation of 150/100 and a 2 plus albuminuria 
at term was subjected to two medical (castor oil, qui- 
nine, pituitrin) and one surgical (hydrostatic bag and 
pituitrin) inductions of labor. After twelve hours of 
apparently satisfactory progress, the patient complained 
of marked tiredness. A few hours later she was found 
to be in shock with stary eyes, excessive sweating, and 
weak, rapid pulse. A diagnosis of ablatio placentae 
was made and the patient taken immediately to the 
delivery room, prepared and delivered by mid forceps 
of a stillborn fetus. The pulse was barely perceptible, 
but no further blood pressure determinations were made. 
Many clots and some fresh bleeding followed the de- 
livery of the placenta. Oxytocic drugs and stimulants 
were administered, but the patient expired within thir- 
ty minutes after delivery. The vaginal canal and uterus 
were not examined and autopsy was not requested. 

The cause of death was shock and hemorrhage due to 
premature separation of the normally implanted pla- 
centa with pre-eclamptic toxemia. The handling of the 
labor and Uelivery are criticised as being grossly faulty 
and cagilitutory for the following reasons : 


1. Incomplete toxemia record, too few blood pres- 
sure determinations. . 


2. Repeated doses of pituitrin 
tient. 
3. No sedation for a toxemia patient. 
. Major operative delivery with patient in shock. 
5. No attempt made to replace blood loss. 
. Inadequate treatment of shock. 


to a toxemia pa- 


In this condition the early replacement of blood loss 
is particularly important to obviate the development of 
shock. The trend is toward conservative management, 
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using tight abdominal binders, rupture of membranes 
and blood transfusion. 


Hemorrhage and Shock 


The most significant error in the treatment of ob- 
stetric hemorrhage as revealed in this study, is the lack 
of early recognition and adequate treatment of surgical 
and hemorrhagic shock. The two important factors 
in the treatment of hemorrhagic shock are the con- 
trol of the bleeding and the replacement of blood loss. 
Where possible, immediate steps should be taken to 
stop further bleeding without adding to the shock al- 
ready present. In the face of persistent postpartum 
bleeding, there should be no hesitation in inspecting 
the vagina and cervix, and repairing lacerations which 
are bleeding. Bleeding from the uterine wall may be 
treated by uterine tamponade, with or without pack- 
ing the vagina. Packing the vagina alone will not con- 
trol uterine bleeding. Aseptic technique should be 
closely adhered to. Undoubtedly many uterine packs 
are left in too long. When the uterus has recovered 
its tone and the patient has recovered from shock, the 
pack may be removed, usually in six to eight hours. 
The danger of infection increases proportionately with 
the length of time the pack remains in the uterus. 
Restoration of blood volume is the most important 
therapeutic measure in the prevention and treatment 
of shock. The best available method of permanently 
increasing a diminished blood volume is by means of 
the intravenous administration of adequate amounts of 
whole blood or blood plasma. 

In conditions such as inversion of the uterus, shock 
develops very quickly and is out of all proportion to 
the amount of blood loss. The shock should be treated 
immediately and adequately by administration of 
blood plasma and/or whole blood until the pulse and 
blood pressure have returned to normal levels. The 
use of operative procedures to reduce the inversion 
in the presence of shock usually results in failure and 
merely increases the degree of shock. It is of para- 
mount importance that proper measures be instituted 
for the early and prompt treatment of shock if ma- 
ternal deaths due to complications of this sort are to 
be prevented. 

Blood banks have been established in larger com- 
munities and this has eliminated much of the difficulty 
in obtaining suitable blood for use in emergencies. The 
use of plasma is replacing whole blood transfusions 
in the emergency therapy for hemorrhage and shock 
and it is now possible for every physician to have his 
own plasma bank. In addition to the greater ease 
with which plasma can be stored and administered, 
it has advantages over whole blood in the treatment 
of shock. Its chief virtue lies in the fact that its pro- 
tein content restores blood plasma volume physiolog- 
ically while at the same time it can be given imme- 
diately, no typing or crossmatching being necessary. 
Gum acacia solution may also be used in the emergency 
treatment of shock. Since restoration of the diminished 
blood volume to normal is the aim to be achieved by 
the intravenous use of blood or plasma, these sub- 
stances must be given in sufficient quantities to accom- 
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plish this purpose. The amount needed to treat shock 
cannot be stated in cubic centimeters. Sufficient whole 
blood, plasma or gum acacia solution must be admin- 
istered to bring the blood pressure to normal levels. 
Plasma may be used without laboratory typing and is 
free from danger of reaction accompanying the use 
of whole blood. Neither is it necessary to heat the 
plasma before adm‘nistration, and it can be given 
rapidly. It should be filtered while being administered. 
Every large and small hospital and every obstetrician 
and every physician who is practicing home obstetrics 
should have at least a small plasma bank, so that 
plasma is immediately available for emergency use. 

The development of a marked secondary anemia due 
to hemorrhage is best treated by whole blood transfu- 
restore the hemoglobin and red blood cell 
levels. This restoration of the hemoglobin and red 
blood cell content in instances where there has been 
excessive or continuous will prevent the 
development of many complications during the puerper- 
ium. 


sions to 


blood loss, 


It has been the aim of the Committee to present a 
factual record of what happened to twenty-one pa- 
tients who died of obstetric hemorrhage within a one- 
year period. The Committee feels that this experience 
justifies definite recommendations aimed at re- 
ducing the maternal death rate due to bleeding. 


some 


Recommendations 


1. More complete and careful patient study. The 
minimum standards of prenatal care include regular 
visits to the physician, a history, physical and pelvic 
examination, blood Wassermann test, pelvic mensura- 
tion, weight and hemoglobin determination and blood 
pressure recording. Cases suspected of toxemia or 
blood dyscrasia require further investigation. When 
uterine bleeding is present, the patient’s blood should be 
typed early, and where possible, a determination of 
the Rh status made. 

2. Investigation and recognition of the cause of ante- 
partum bleeding with immediate hospitalization where 


plasma and whole blood are available for emery ney 
use. 

3. Recognition of shock and adequate treatment. 
Shock is a potential danger in many obstetric problems, 
particularly in the presence of complications suc!: as 
uterine bleeding. It should be anticipated in all cases 
requiring major obstetric surgery. Frequent blood 
pressure determinations before, during and after labor 
will forewarn one of impending shock. 

4. Greater use of soft -tissue 
patients with antepartum bleeding. 

5. In the presence of antepartum bleeding, the patient 
should be cared for in such a manner that the per- 
formance of a cesarean section does not become contra- 
indicated. This applies particularly to the avoidance 
of infection of the genital tract. 

6. Consideration of cesarean section in place of more 
radical and dangerous procedures such as accouche- 
ment forcé, in cases of central placenta previa and mar- 
ginal placenta previa in primigravidae. 

7. Manual dilatation of the cervix has no place in 
the present-day practice of obstetrics and is unquali- 
fiedly condemned in the presence of placenta previa. 

8. Blood and/or plasma banks should be part of 
the armamentarium of every physician practicing ob- 
stetrics. 

9. Consultation. 
called early. 

10. Greater care should be exercised in completing 
vital statistics records. 

11. A greater number of autopsies will establish the 
true causes of death. 


roentgenography in 


A capable consultant should be 
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THE TRAGEDY OF 


Health cannot be measured completely in terms of low 
death rates, in freedom from the symptoms of disease, 
or lack of pathological evidence. That is only the neg- 
ative side of the picture. True health is positive. It is 
the abundance of physical and spiritual vitality which 
enables a person to get the most out of living. Health 
is not an end in itself, it is only a means to an end. 


Many a mother is dragging through life with a tired, 
under-par, unwilling body. Her contribution to her home, 
to the care of her children is at low ebb. She is able to 
do the necessary things but life may be a burden. The 
tragedy is that so many of these miseries and ailments 


are preventable and curable. It is only when a physical 
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or mental breakdown occurs—an emergency, a sudden 
operation—that the usual health facilities u° the com- 
munity are marshalled to protect these worst ! Not- 
withstanding much big talk about the impofPtUce of 
preventive care—the bulk of community health service 
is really emergency sickness service. If we accept the 
concept of positive health—the best possible health for 
everyone—then communities must recognize more fully 
the importance of preventing, discovering early and 
treating disease. Facilities which are now available must 
be expanded and made within the reach of all. Public 
education about the importance of periodic checkups 
and of healthful living habits must be continued and 
increased.—Briefs, June, 1944. 


MINNESOTA MEDICINE 








CLINICAL-PATHOLOGICAL CONFERENCE 


ST. LUKE’S HOSPITAL—DULUTH 
S. N. Litman, M.D., and Arthur H. Wells, M.D. 





Malignant Hepatoma in an Infant 


Dr. S. N. Litman: This two-months-old white male 
infant was admitted to the hospital six days before 
his death and one week after his mother first noticed 
that her baby’s abdomen was unusually large and hard. 
She measured the child’s abdomen at 17%4 inches in 
circumference. The infant had been taking his food 
well since the time of birth and had been gaining nor- 
mally. He possibly cried somewhat less than his brothers 
did when they were babies. However, he was quite ac- 
tive and not abnormal in the mother’s opinion. There 
had been no jaundice and no change in bowel or urinary 
habits, no vomiting or other evidences of sickness. The 
mother had had a miscarriage at six months, six years 
ago. Her two living children, ages two and four, were 
in good health. 


Physical examination was essentially negative except 
for a slight pallor in a well-developed infant with a 
decidedly protruding abdomen. There was a large, firm 
mass occupying practically the entire right half of the 
abdomen, thus causing the distension of the abdomen to 
be slightly asymmetrical. The mass could be felt at 
the costal margins above, at one finger length from the 
pelvic floor below and at the midline medially. Pos- 
teriorly, the costal vertebral angle had the same type 
of resistance to palpation. The mass was dull to percus- 
sion, firm and the medial edge was quite sharp. There 
were large veins visible on the surface of the anterior 
abdominal wall. The red blood cell count was 2,470,000, 
hemoglobin 8.5 grams, white blood cell count 6,500, and 
differential count: neutrophiles 41 per cent, eosinophiles 
1 per cent, basophiles 1 per cent, lymphocytes 56 per 
cent, and monocytes 1 per cent. Bleeding time was six 
minutes, and the coagulation time two and one-half 
minutes. Urinalysis was normal and a red_ blood 
cell fragility test was normdl. Two flat films of the ab- 
domen revealed a large tumor mass occupying almost 
all of the right half of the abdomen and was considered 
to be of renal origin. The child ran a low-grade fever, 
generally below 100 degrees during the period of hos- 
pitalization. He weighed 5,385 grams. An exploratory 
laparotomy by Dr. O. L. McHaffe through a very 
small incision revealed a solid tumor mass, a biopsy of 
which was obtained. The child’s immediate postopera- 
tive condition was quite poor. There was cyanosis, shal- 
low respirations, and gasping for breath. One-half hour 
later the pulse was imperceptible and the child did not 
respond to stimulus. He died one and one-half hours 
postoperatively. 
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Dr. A. H. WeELts: This case is now open for clinical 
diagnoses. We are withholding the histologic study of 
the biopsy material obtained at surgery. 


Dr. C. O. Kontsry: It is my impression that one 
must rule out several likely conditions including Wilm’s 
tumor of the kidney, hypernephroma, carcinoma of the 
liver, hepar lobatum, and sarcoma of any of a wide va- 
riety of structures in the abdominal cavity. X-ray stud- 
ies of the gastro-intestinal tract and the urinary tract 
may aid in clinically localizing the tumor process. This 
society will not soon forget a very similar infant pa- 
tient of Dr. Sincock’s. At necropsy this child had a 
congenital stricture of the anus with megacolon. We 
were feeling fecal matter and not a tumor in his ab- 
domen. 


Autopsy Findings 


Dr. A. H. Wetts: This two-months-old infant 
weighed 5,295 grams and measured 66 cm. long. He 
was rather poorly nourished and well developed. Out- 
side of a patent ductus arteriosus whose lumen meas- 
ured 24% mm. in diameter and a small area of atelec- 
tasis in the lower lobes of both lungs, pathological find- 
ings were confined to the liver which weighed 1,450 
grams. There was a huge rounded, slightly nodular sur- 
faced tumor mass in the right lobe of the liver (Fig. 1) 
with a strong fibrous capsule continuous with the cap- 
sule of Gleason measuring approximately 16 cm. in di- 
ameter and representing approximately 80 per cent of 
the liver weight. The normal liver tissue was obvious- 
ly compressed so as to form a crest-like layer over 
a portion of the outer surface of the tumer mass. The 
cut surface revealed coarse, irregularly-sized nodules in 
a moderate fibrous stroma. These nodules had the same 
mottling of light brownish-yellow with small areas of 
softening. The liver tissue of the left lobe was not 
unusual. 

Microscopic Study.—In all of the sections from various 
parts of the tumor mass typical liver cells are arranged 
in cords. They are generally quite matured. The small 
rounded nuclei are only slightly larger than average, 
and tend to be slightly hyperchromatic. The cytoplasm 
is slightly reduced. There is no rhyme or reason to the 
arrangement of the cords and no identifiable portal ele- 
ments. There are fairly frequent mitotic figures and 
one occasionally finds tumor giant cells and small areas 
where the liver cells are distinctly anaplastic in type 
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with larger hyperchromatic nuclei and a decrease in 
cytoplasm. Rarely one finds solid masses of anaplastic 
epithelial cells invading the fibrous stroma. There are 


Fig. 1. Malignant hepatoma. 


mild hydroptic changes in other parts of the liver and 
compression atrophy of liver cells immediately adja- 
cent to the tumor mass. 


Discussion 


Dr. A. H. Wetts: At first this hepatoma presented 
the problem of classification as to whether it was an 
adenoma or a low-grade carcinoma. The degree of ma- 
turity of the great bulk of the tumor cells was indeed 
impressive. While the finding of a few mitotic figures 
and even a few so-called tumor giant cells did not set- 
tle the issue, however, rarely could one find solid 
columns of cells in the fibrous stroma. From a Clinical 
viewpoint the patient was decidedly anemic, ran a low- 
grade fever and was underweight particularly when the 
weight of liver tumor is subtracted from the child’s 
weight. This problem of differentiating benign from 
malignant growths in the liver has much in common 
with a similar problem in connection with certain thy- 
roid and kidney tumors. This difficulty may even pre- 
sent itself in the metastases from these sources. A sim- 
ple and practical classification of primary tumors of the 
liver parenchyma is given by Wesley Warvi® in which 
adenoma and carcinoma are included as divisions of the 
terms hepatoma, cholangioma and cholangiohepatoma, 
depending on an origin from liver cells, bile duct epithe- 
lium or a combination of the two. A fourth group of 
tumors of the liver not containing specific hepatic ele- 
ments have their origin from the variety of mesothelial 
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structures present in the liver, particularly the vascular 
elements. Hamartomas have been defined as congenital 
tumor-like malformations characterized by a relative 
quantitative disproportion of the various tissue com- 
ponents normally comprising a given organ. These 
neoplastic masses may well be mistaken for tumor 
processes and called adenomas of the liver. As a matter 
of fact, their relationship to benign hepatomas is stil] 
to be clarified. 

A knowledge of the classification of liver tumors has 
a very practical application in the treatment of these 
conditions. Single carcinomatous masses!s* have been 
resected resulting in probable cures. Resections of ade- 
nomas and adenocystomas have been comparatively fre- 
quent. Diffuse carcinomas so frequently associated with 
cirrhosis of the liver are of course nonresectable. 


Dr. S. N. Lirman: Dr. McHaffie and I were com- 
pletely fooled clinically in this case. We were convinced 
it was a tumor of the kidney until the exploratory 
laparotomy and the resultant biopsy diagnosis of hep- 
atoma. Steiner recently reported two cases of primary 
carcinoma of the liver in children and reviewed seventy- 
five cases from the literature up until 1938. Additional 
cases are found in the literature reported by Hambur- 
ger® and Drummond and Tollman.? Slightly over 50 
per cent of the cases occurred in children under two 
years of age. Sixty-eight per cent were in boys. The 
symptomatology was variable and the average duration 
of life was four months. Of these cases fifty-two were 
hepatomas, three were cholangiomas, and twenty-two, un- 
classified. There were metastases in 27.2 per cent of 
the cases and many of these were in the lungs. Benign 
tumors, particularly the cysts of bile duct origin, may 
cause a palpable mass and symptoms of pain similar to 
that evidenced in many of the carcinomatous tumors of 
the liver. However, the presence of anemia, loss of 
weight, weakness, fever, jaundice and ascites are more 
likely to be the result of malignant processes. 


Summary 


A case of malignant hepatoma in a two-months-old 
white male infant is reported with a brief review of the 
subject. 

Final Diagnosis: 
cent exploratory 
shock; (2) patent 
atelectasis, mild. 


(1) Malignant hepatoma: (a) re- 
laparotomy; (b) possible surgical 
ductus arteriosus; (3) pulmonary 
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PENICILLIN FOR LOCAL USE 
PRODUCED BY NEW METHOD 


A new method of producing good yields of penicillin 
in hospitals for local application is reported by Dr. Sara 
A. Scudder, of the City Hospital on Welfare Island, 
New York (Science, August 25). 

The mold is grown on a solid agar base containing 
substances which favor rapid production of penicillin in 
enough big drops so that they are precipitated like rain 
when the growth container is turned upside down. 
Science News Letter, September 2, 1944. 
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CASE REPORTS 





PNEUMOCOCCIC SEPTICEMIA WITH AGRANULOCYTOSIS 


P. A. LOMMEN, M.D. 
Austin, Minnesota 


HILE pneumococcic septicemia occurring in the 

course of pneumonia or middle ear infection is 
usual portal of entry or from an endocarditis is com- 
paratively rare. Only a relatively few such cases have 
been reported in the literature. 

Frost! discusses a case of pneumococcic septicemia, 
with meningitis and endocarditis resulting from a sinus 
infection. Lederer’s case? was one associated with liver 
insufficiency and anuria. Nixon and Wright* mention 
two instances of puerperal sepsis, with death, due to 
pneumococcus Type I. Johnston and Johnston? report 
two unusual cases of vegetative endocarditis of the 
pulmonary valve due to the pneumococcus. In_ his 
discussion of bacterial endocarditis Thayer® mentions 
a very few cases which he terms pneumococcal endo- 
carditis. Harold L. Rakov> reports a very interesting 
case of subacute bacterial endocarditis due to Type 
XVIII pneumococcus occurring in a child six years old, 
in which sulfapyradine was administered but had to be 
discontinued on account of agranulocytosis. 


Report of Case 


Mrs. M. J., aged twenty-seven, was first seen April 
1i, 1940, when she was brought in from another town, 
complaining of chills, fever, pain and swelling of the 
right ankle, shoulder and elbow, some pain in the upper 
chest, and marked weakness. Four days previously, 
after giving the history of a “grippy” cold two weeks 
before, she became suddenly ill with a chill and high 
fever, followed on the next day by pain and swelling 
in the right ankle. The fever continued, and in two 
or three days there was marked pain and disability in 
the right shoulder and elbow and slight pain in the chest 
anteriorly. A mild nonproductive cough was present at 
times. 

As the patient first stayed at the home of a relative 
no laboratory studies were at first made, but she was 
put on sulfanilamide and salicylate therapy for a week 
without much of any benefit, and after a chill, with fever 
of 105°, hospitalization was insisted on. The patient’s 
joint pains had definitely improved. For the first few 
days her fever ranged from 99° to 105°, pulse from 
108 to 144, and respirations 22 to 26. Blood pressure 
was 110/85. In the physical examination nothing ab- 
normal was found except for occasional moist rales in 
the base of the left lung posteriorly, a slightly rough- 
ened first tone or slight systolic murmur, some stiffness 
of the right elbow and slight swelling of the right 
ankle. An x-ray of the chest was entirely negative. 
Laboratory findings revealed a trace of albumin in the 
urine with a few pus cells; red blood cells 3,600,000, 
hemoglobin, '65 per cent, and white blood cells, 11,650 
of which 78 per cent were neutrophiles. The sedi- 
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mentation rate was 30 mm. Several blood cultures were 
positive for the pneumococcus, which finding was con- 
firmed by the State Board of Health, who reported 
finding pneumococcus Type XX 

Four days after entrance to the hospital on April 
23, 1940, sulfapyradine therapy was begun, 9.5 grams 
being given in the first twenty-four hours and 4 grams 
daily thereafter. For two days her temperature did 
not go above 100°. A few days later 100,000 units of 
specific Type XX pneumococcic serum were given in 
a period of forty-eight hours, so that on April 30 the 
temperature did not go above 99.6° and one blood cul- 
ture was negative. However, after two or three days 
more pain reappeared in the right chest, with dull- 
ness and diminished breath sounds posteriorly. The 
leukocyte count varied from 15,400 to 17,500. 

On May 1 the temperature was 102.8°, and in two 
days after an early morning reading of 98° a severe 
chill with fever of 104.8° occurred. With physical and 
x-ray findings of fluid in the right chest 200 cc. of 
serous fluid was aspirated, containing pus cells but no 
bacteria. Six grams of sulfapyradine had been given 
but was decreased on May 5 to four grams daily, as 
the white count had dropped to 12,650. Blood cultures 
were again positive. Sulfapyradine was discontinued on 
May 8, as the white count had gone down on the sev- 
enth to 10,450 and on the eighth to 6,250, of which only 
42 per cent were neutrophiles. Impending granulocyto- 
penia was definitely suspected and confirmed by the 
future course of the disease. 

The condition of the patient had been getting worse, 
with the fever ranging between 102° and 105°. Large 
doses of yellow bone marrow (60 capsules daily) and 
liver extract parenterally were given, but by the night of 
the ninth the leukocyte count was 3,350 and on the tenth 
had dropped to 1,750, with only 2 per cent granulocytes. 
On the next day the count went up to 6,000 cells prob- 
ably due to the yellow bone marrow treatment, but 
there was still only 1 per cent granulocytes. The patient 
was becoming much more toxic and much weaker. Oc- 
casionally, there was a suggestion of a presystolic thrill, 
and the systolic murmur was definite. Her fever 
ranged from 104° to 106° and pulse from 120 to 160. 
The red cells continued to be over 3,000,000 and the 
hemoglobin between 57 per cent and 60 per cent. Some 
reddish areas appeared on the forehead and arms 
and definite jaundice was present. Later both arms 
were swollen, painful and ecchymotic, but there were 
never any characteristic throat lesions. In spite of 
strenuous treatment, the white count again slowly 
dropped to 1,500 on ‘May 13, when the patient suddenly 
expired. Autopsy was refused. 


Comment 


In reporting the above case of a definite Type XX 
pneumococcic septicemia of five weeks’ duration we 
can ascribe its origin probably on the basis of a 
bacterial endocarditis. Whether or not sulfapyradine 
treatment (used because sulfathiazole and sulfadiazine 
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were not then in common use) which was carried on 
for about two weeks, could have eventually cured the 
condition is very much open to question. However, 
there is no doubt that the patient would have lived 
somewhat longer if granulocytopenia had not inter- 
vened. For a few days it appeared as if chemotherapy 
aided by specific serum was having some effect, but 
the real malignant character of the pneumococcic sep- 
ticemia soon asserted itself, and no doubt its course 
would have been inevitably fatal even without the 
occurrence of the agranulocytic condition, as happens 
in practically all such cases reported in medical litera- 
ture. 

The question of the value of repeated blood transfu- 
sions in the treatment of these cases could be discussed. 
In our case after two consultations this procedure was 
abandoned. However, while most clinicians think that 
small repeated transfusions are helpful in the treatment 
of bacterial endocarditis and septicemias, most of them 
agree that they are of no or very little value in the 
therapy of agranulocytic conditions. 

This case teaches us the potential danger of sulfona- 
mide therapy in its possible depressing action on the 


bone marrow, even though the use of the drug here 
would be considered almost a necessity. Its toxic ac- 
tion continued over to the state of complete agranulo- 
cytosis even when its use was discontinued when the 
leukocyte count was normal. While 75 grams of! sul- 
fapyradine were used in this case, there was no hint of 
any symptom of toxic drug action until the icuko- 
penia occurred. Then again, we see cases where fatal 


granulocytopenia results from an_ allergic-like reac- 


tion to small doses of the sulfonamide drug. We 
should ever keep in mind these disastrous possibilities, 
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LOEFFLER’S SYNDROME 


JOSEPH M. RYAN, M.D. 
Saint Paul, Minnesota 


ULMONARY infiltration associated with blood 

eosinophilia has been described by several authors 
in the past decade. The stimulator of this work was 
Loeffler, who in 1931 first described a clinical entity 
which has since been known as Loeffler’s syndrome. 
In his work he demonstrated the migratory character 
of an infiltrative process in the lung associated with 
eosinophilia. 

Other authors have described cases that resembled 
those of Loeffler. Some of these cases have been dis- 
cussed as being allergic in nature while others had an 
underlying parasitic infestation as an etiological factor. 

The case which I wish to present had neither an al- 
lergic background or evidence of parasitic infestation 
although it closely resembled the condition as described 
by Loeffler. 


H. C., white, female, aged thirty-five, entered St. 
Joseph’s Hospital on March 6, 1936, complaining of a 
severe frontal headache, cough and chills of one week’s 
duration. The first manifestation of sickness came in 
the form of nocturnal chills and profuse sweating fol- 
lowed by marked prostration and headache. * Her pre- 
vious health had been good, and only the usual child- 
hood diseases were noted in her past history. 

Examination showed an acutely sick individual. An 
area of dullness was demonstrated in the left infracla- 
vicular region, and in the left infrascapular area. Moist 
rales were heard over both these regions associated with 
bronchial breathing. On March 13, x-ray of the chest 
was reported as follows: “There is an extensive, rather 
uneven opacity involving the entire upper lobe on the 
left side. There is also a marked opacity of the extreme 
left base, obliterating the lateral portion of the dia- 
phragm and the costo-phrenic angle.” 
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On March 17 this report was made: “The left up- 
per lobe exudate is denser than formerly and there is 
an increase in the opacity at the left base.” Ten days 
later: “There is a marked increase in the opacity of 
the left lung which is complete. The heart is now con- 
siderably displaced toward ‘the left.” 

The laboratory studies included urinalysis, blood cul- 
tures, tuberculin test, stool cultures, blood Wassermann 
test and complete blood studies. The last mentioned 
provided positive findings of diagnostic importance. 
On March 7, w.b.c. 17,900, Hb. 60 per cent; March 
9, w.b.c 11,500; March 13, w.b.c. 16,500; March 16, 
w.b.c 17,250, eosinophiles 34 per cent; March 21, w.b.c. 
17,600, Hb. 70 per cent, eosinophiles 50 per cent. 

During the first three weeeks of hospitalization the 
patient was extremely ill. Her temperature ranged be- 
tween 98.6° and 104° with daily chills and spells of 
sweating. Prostration became marked, and fluids were 
given parenterally. A diagnosis was not made, but there 
was some suggestion of pulmonary Hodgkins’ disease, 
and, therefore as a last resort, deep x-ray therapy over 
the lung fields was instituted. 

An x-ray report on April 8, 1936, several days after 
x-ray treatment was started, indicated a marked clear- 
ing throughout the left lung field by comparison with 
the film of March 27. However, there was now a 
moderate cloudiness in the right lung apex. This area 
was clear one week later. 

Coincident with the improvement as demonstrated by 
the roentgenograms, there was also a definite improve- 
ment in the general condition of the patient as well as 
a decrease in the eosinophilia. On April 15, 1936, the 
eosinophile count was 28 per cent with a leukocytosis 
of 12,000. On May 6, 1936, the patient was discharged 
from the hospital and a month later both lungs were 
clear and the blood differential was within normal 
limits. 

Shortly after this last report the patient went back 

(Continued on Page 747) 
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EDWARD PURCELL 
The First Physician in Minnesota 


By JOHN M. ARMSTRONG, M.D. 
Saint Paul, Minnesota 


N the year 1819 the Fifth United States Infantry was stationed at Fort Gratiot, 

near Detroit, under command of Col. Henry Leavenworth. On the tenth of 
February of that year an order was issued that the Regiment proceed to the upper 
Mississippi, and on April 13 a supplementary order directed that the command 
proceed to Fort Howard, thence by way of Green Bay, the Fox and Wisconsin 
rivers to Prairie du Chien. When the expedition left is not known, but it arrived 
at Prairie du Chien on June 30. The object of our government in sending troops 
into this northwest country is stated in a letter written by Surgeon Edward Pur- 
cell, a major in the Medical Department of the army, and at that time with the 
Fifth Infantry. The letter is as follows: 


Detroit, March 20, 1819 
Dear Brother, 


I now write and most probably for the last time from this place. Not many days since 
I received information from the Surgeon General that the requisition I had made out for 
the Regiment for the current year had been received and that medical supplies would be 
directed to my care on the Mississippia, probably the Falls of St. Anthony. 

A few days after I received this letter Major General Macomb, commanding the De- 
partment of the Army, arrived from Washington City and brought the orders that our Regi- 
ment should march for the mouth of the River St. Peters, which emptys into the Mississipia, 
as soon as navigation is open, which will be by the first of May. The St. Peters is in North 
Latitude about 45th, three degrees further North than this post. It is in that part of 
the country inhabited by the Indians called The Soux (pronounced “Soos”). They are a 
warlike and powerful tribe, but as our Indian affairs now stand, we have nothing to fear 
from them. The intention of our Government appears to Garrison the whole of our North 
and North West frontier; this with the view of cutting off British influence amongst the 
Indian tribes and protecting our frontier settlements, a very laudable intention. Our Regi- 
ment Garrisons, three Posts, one to be at the mouth of the St. Peters, which will be head- 
quarters, and where I shall be stationed, one at the Prairie Du Chien (or dog meadow) 
and one at Fort Armstrong, about two hundred and fifty miles below the last mentioned 
place. As the Regiment is composed of 10 companies, we shall have 8 at Head Quarters 
and one at each of the other Posts. This will give us a very good society as we shall have 
at least 20 officers at our Post and many have wives. You may think it strange that I 
have consented to go with the Regiment out of the world, as you may call it, but the fact 
is I go, not because I like it, but because I think I can make money. I shall at least make 
as much as will pay for my lands in the course of three or 4 years and this will be doing 
much. During that period of time you need not expect to see me, and as for communica- 
tions by letter, I will in my next inform you how to direct, in the meantime I wish you to 
write me as soon as you receive this and direct it to this place. 

It is thought that we shall not get more than two thirds of our way this summer, and 
that we shall be obliged to remain 400 miles on the Mississipia below our intended post this 
winter. We go by way of Mackinaw and Green Bay, pass up from Green Bay, the Fox River, 
then cross over to the Ouisconsing, descend this river until we arrive at the Mississipia, 
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this river will bring us out at the meadow of dogs, where no doubt we shall winter, and the 
next spring ascend the 400 miles until we arrive at our destined post. 

We shall be obliged to build our barracks etc. etc., also a saw and grist mill. No doubt 
we shall live as much like farmers as Soldiers. I leave my lands in charge of an agent at this 
place by name, Henry J. Hunt, whose father has been a Colonel in our army & himself now 
a respectable Merchant & Citizen in Detroit. He will not only have charge of the lands that 
I own in this Territory but of a town lot in Parysburgh on the Miami of Lake Erie containing 
two acres, one town lot in the County town on Monroe on the River Raisin in the Michigan 
Territory, for which has been paid in full 100 dollars, also the deeds and patents of two quar- 
ter sections of land in the Illinois Territory, each containing 160 Acres, both amounting to 
320 acres, together with some horses, Cows, Furniture, etc. etc. I mention this that in case 
any accident should happen to me, you may know where to apply to obtain my papers. I 
have also on an Island called “Hersens” at the mouth of the River St. Clair, near to where 
I purchased my lands, four horses and on the main a few miles up the River one mare, at 
my house that is within two miles of Fort Gratiot, I have one or two cows, some pigs, 
household furniture and axes, saws, etc., etc. etc. These are in charge of a tenant whose 
name is Ebenezer Shaw. It is my intention to remain in the Army five years longer, when 
I shall resign and go into private life, during this space of time we shall no doubt remain 
at the same post on the Mississipia. It was my intention did I remain at this place to visit 
you next summer but as affairs now stand, its utterly impossible. I have heard nothing of 
Lipton. Present my love to Father, Sisters Margaret & Anne. 


EpwArD PURCELL 


As previously stated, the command reached Prairie du Chien on June 30. The 
journey to Green Bay was probably made by steamboat and the rest of the journey 
to the Mississippi by hand-propelled boats. At Prairie du Chien the expedition 
waited for Major Thomas Forsyth to arrive from St. Louis. On August 8 the 
troops, consisting of ninety-eight rank and file, embarked in fourteen batteaux and 
two large boats. In addition to these there were Major Forsyth’s boat and the 
Colonel’s barge. Twenty boatmen also accompanied the party. How many persons 
the barge and boat contained is not stated. On August 23 the Colonel and some of 
the boats reached the present site of Mendota at the mouth of the St. Peters river, 
as the Minnesota was then called, the majority of the flotilla arriving the next day. 

It seems remarkable that this journey was made in fifteen days. The boats were 
what were known as Keel boats. When the nature of the river bank permitted, 
they were dragged by ropes and when not they were propelled by poles. In Sep- 
tember, 120 recruits and officers arrived from Boston; so that in the winter of 
1819-20 the personnel of the post could not have much exceeded 250 men. The 
troops immediately on their arrival began to erect log cantonments at the present 
site of Mendota, where the first winter was spent. The following spring the en- 
campment was moved to the Springs on the left bank of the Mississippi, a short 
distance above the present bridge. In 1821 the log fort near the present site was 
occupied but not completed. The post was called Fort St. Anthony till 1825 when it 
was named Fort Snelling after Col. Josiah Snelling who succeeded Leavenworth 
in command in 1820. 


After this perhaps unnecessarily prolix introduction, let us take up the subject 
of this paper, Edward Purcell,-the first physician to practice medicine within our 
present Minnesota, though this part of the country at that time was part of Michi- 
gan Territory. Of Purcell’s early life we are ignorant. It is known, however, that 
one Edward Purcell came to America from Ireland with his five children and 
settled in Virginia. This Edward Purcell was the father of our doctor. The 
mother, née Frances Lipton, had died on shipboard and was buried at sea. The 
year of the immigration is unknown but the first Federal census of 1790 gives him 
as the head of a family of five living in Hampshire County, Virginia, so Doctor 
Purcell must have been born previous to that date. The family later moved to 
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Pennsylvania where Edward Purcell, the elder, died May 8, 1836, in his seventy- 
fifth year. The name on his tombstone was spelled Percall and was accented on 
the last syllable. 


SurcEON Epwarp Purcett, U.S.A. 


First physician to practice in Minnesota. Photo, cour- 
tesy of Miss Mary Caldwell Purcell. 


As Doctor Purcell was the third of the five children and all were born in Ireland, 
we possibly are at liberty to place the date of his birth previous to 1785 and as 
he was married in 1808 that would make him at least twenty-three years 
of age at that time and twenty-eight when he entered the service of the 
United States as Surgeon’s Mate on May 2, 1813. On April 18, 1818 he was 
promoted to Post Surgeon and on July 21, 1818, Major and Surgeon of the 5th 
Infantry. The accompanying portrait of Edward Purcell shows him in the uni- 
form of a Major. It could not then have been painted previous to 1818. In 1819 
he came to Minnesota and there was no one at Fort Anthony, during his residence 
there capable of painting such a portrait, furthermore it is stated that his effects 
after his death in 1825 at Fort Snelling never reached his family.. However, he 
was on leave of absence for a period in 1824 so that it is possible that the portrait 
may have been painted at that time. Assuming that the portrait shows him as a 
man thirty-five to forty years of age, that again places the date of his birth about 
1785. As this portrait is now in possession of his descendants, it is obvious that 
he did not have it with him at Fort St. Anthony nor was his family with him at 
that post, nor apparently were they with him at Fort Gratiot, as one may infer 
from no mention being made of them in his letter to his brother quoted in the 
beginning of this sketch. His wife was Elizabeth Shirk. Three children were born 
of this union. The youngest, a son named John, born in 1812, was grandfather of 
Miss Mary C. Purcell of Manhattan, Kansas, to whom the writer is indebted for 
the genealogical material, the two letters and a copy of the portrait. Of Doctor 
Purcell’s medical education nothing is known. Examinations of medical men en- 
tering the Army were established early in the Revolutionary War, but were allowed 
to lapse thereafter so there is no record of his qualifications. The regulations of 
the Medical Department for 1814 provided for examination of candidates not 
graduates “from a respectable medical school or college” but that was after Purcell 
entered the service. His military record, as furnished by the Surgeon General and 
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Adjutant General’s offices, contain no information regarding him other than that 
already given except that he was appointed from Virginia and was at Fort Mifflin 
in 1814, that he was ordered to Fort Gratiot on May 18, 1817 and was retained as 
Major and Surgeon June 1, 1821, there having been another reorganization of the 
Army at that time. The reason perhaps that but little is known about Purcell by 
these offices is because the records of Fort Snelling to 1857, when the post was 
temporarily abandoned, never reached Washington. My inference is that they 
were then sent to St. Louis, remained there and were destroyed during the disturb- 
ance incident to the Civil War. Despite this lack of information much may be 
gained from other sources. In 1816 James Mann published at Dedham, Massa- 
chusetts, “Medical Sketches of the Campaigns of 1812-13-14.” This book is one 
of the first American books on military medicine and is credited with influencing 
many reforms regarding the Medical Department of the Army made in 1818. The 
book contains two articles by Surgeon’s Mate Purcell, one a description of the 
illnesses affecting the men under his care at the time the sick were evacuated from 
Plattsburg to Burlington, Vermont, on September 5, 1814, and the other, shorter 
than the first, narrates three case histories of soldiers suffering from a disease of 
the mouth. Probably we would now diagnose the illness of these men as Vincent’s 
angina. He describes his treatment as futile till he prescribed Fowler’s solution, 
which proved efficacious. As regards the sick removed from Plattsburg, they were 
about 815 in number, fifty of them wounded. They were transferred to Crab 
Island, but as no adequate provision had been made there for them, Dr. Purcell 
on his own initiative succeeded in removing them to the hospital at Burlington in 
open boats, across the lake, a distance of twenty-five miles. From this time till he 
was at Fort Gratiot we have no information regarding his station. 

Of his activities at Fort Snelling government records are also lacking. Our Min- 
nesota histories all record the fact that the garrison there during the first winter 
suffered severely from scurvy, a common complaint in isolated army posts at that 
time. The disease was also prevalent during the second winter. With regard to 
this, the statements of Prescott? and Mrs. Adams' must be accepted as the most 
authentic as Prescott was there in the early spring of 1820 and Mrs. Adams was 
at Fort Snelling in 1823. Sibley’s® statement is hearsay evidence and Mrs. Van 
Cleve’ was less than a year of age at that time. Folwell?, who apparently examined 
all sources of information, states : , 


The cause of ‘this sudden and violent outbreak of disease was attributed to the villany of 
certain contractors or their agents, who drew the brine from the barrels of pork to lighten 
the loads on leaving St. Louis and refilled them with river water before delivery at Fort 
Snelling. 


In a footnote to the above he says, “The number of fatalities is variously given. 
Mrs. Van Cleve estimates that forty succumbed, Sibley that nearly one half the 
command perished.” Prescott says that “some fifty or sixty had died and some 
ten men died after I arrived.” Mrs. Van Cleve tells of the relief obtained by the 
use of “spignot root,” doubtless, spikenard, then and now abounding in the region. 
Prescott attributes the abatement of the malady to “the groceries which he brought 
and a quantity of spruce that Doctor Purcell had sent to the St. Croix for.” It 
would seem to me that spikenard root would be difficult to find in the winter with 
snow on the ground and that the other account is nearer the truth. Mrs. Adams 
also says the flour and cornmeal issued the soldiers had been ruined by dampness 
and many of the men refused to eat it. 

Dr. Samuel Forry’, an officer in the Medical Department of the Army, in 1842 
wrote as follows regarding the incidence of scurvy at Fort Snelling: 
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“In 1820 at Council Bluffs and Fort Snelling there were 503 cases of Scurvy and the num- 
ber of deaths 168, of which 157 occurred at Council Bluffs.” The report also states that 


“in the entire Army for 1819 there were 7 cases of Scurvy and no deaths, and in 1821, 86 
cases with 5 deaths.” 


There is some discrepancy here which cannot be explained, as our local histories 
certainly attribute more than eleven deaths due to scurvy at Fort Snelling in the 
first quarter of 1820. Fort Snelling, at that time, of course, was called St. Anthony. 

In compiling his report, Dr. Forry examined about 4,000 quarterly sick reports 
and obtained from the Adjutant General’s Office the mean strength for correspond- 
ing periods as compiled from the post and regimental returns. 

Let us now turn to the report of the Surgeon General* for the year 1820 which 
no Minnesota writer appears to have consulted : 


At St. Peters the prevailing disease was scorbutus . . . It appears from the official reports, 
that the troops at St. Peters . . . were exposed to many of the causes both predisposing and 
exciting of scurvy. During their progress ... from Green Bay up the Mississippi they were 
not infrequently obliged to labor in the water beneath the rays of an ardent sun, sleeping in 
their wet clothes and exposed to a damp atmosphere impregnated with malaria, they became 
reduced by disease, and in this state of predisposition to scurvy they began, late in the season 
the establishment of their winter quarters ... at St. Peters ... they were destitute of groceries 
and vegetable food, except flour and corn which were more or less damaged from having 
been wet; and their animal food, which was principally salted, they were obliged to eat during 
a portion of the winter in a putrescent state. This condition of the meats, however, was as 
far as practicable corrected by washing and boiling in charcoal. 


The report also states that in the last quarter of 1819 there were but forty-two 
deaths, from all causes, in the Northern Division, one-half of which were at St. 
Peters. The report then goes on to say: 


The number of men reported at Camp Missouri on the first of January 1820 was 788 and 
at St. Peters 228, making an aggregate of 1016. The total of cases (of all illnesses) for the 
first quarter at these two points was 895; of these 503 were of a scorbutic character and the 
number of deaths from this cause was 168. 


As this is a joint report on the troops at Fort Snelling and Council Bluffs one 
cannot assign any definite number of deaths to either post. I may add that the 
rations furnished the troops at Council Bluffs were as bad as those at Fort Snell- 
ing. There was another cause for the scurvy, however, not mentioned by the 
Surgeon General, and that was the liquor ration, then regularly issued to each 
soldier. Mrs. Adams says, “Whiskey rations were issued to the troops regularly, 
however, and sometimes it seemed that about all they had was whiskey.” At a 
slightly later date we find in some of the official correspondence between the 
commissary officer at Fort Snelling and the Commissary General at Washington a 
suggestion by the latter that an additional allowance of 1,500 gallons of whiskey 
be added to the former’s requisition for supplies “in order to keep the soldiers 
contented.” I may say that the Medical Department of the Army had been actively 
opposing the whiskey ration for some years before this time, having noted its 
deleterious effect, particularly during the war of 1812. In 1830 a vegetable ration 
was substituted for whiskey. 

From 1822 to 1826 the health of the garrison at the fort was good. There were 
but two deaths between September 1822 and September 1823, six in 1824 and 
seven in 1825. 

What was the life at Fort Snelling in these early days? In the summer, hunting 
was the principal amusement and furnished diversion for both officers and men. 
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In the winter, or from the time the river froze till the ice ran out in the spring, 
there was no communication with the outside world and often no mail. All were 
closely confined of necessity to the barracks, and life must have been monotonous 
in the extreme. Intemperance, a fault of the time, both among the officers and 
men, was almost universal and produced deplorable effects, quarrels and even duels 
between the officers. White feminine society was practically lacking. But four 
women were at the post the first winter and not many more later. The Indian 
women were plentiful and complacent. Practically all the unmarried officers had 
mistresses among the wigwams and some of the few married officers were not 
exempt from this diversion. Some acknowledged them as wives, but the greater 
number did not. Many had half-breed children. 

In 1824 Purcell was away on leave and the following letter is preserved, written 
to him by his Hospital Steward. Evidently things were not going well at the 
hospital. It depicts, between the lines, social conditions at the post. 


June 5, 1824. 
Dear Doctor: 

In consequence of what has happened between yourself and me I venture to address you 
familiarly, although contrary to military ettiquette. Since your departure from this post, no 
exertions on my part have been wanting to arrange your business in proper order. I found 
many articles of your property in different places, which I have collected and taken care of. 
I have taken from your room, two trunks, one of which I delivered to Mr. Gibson, and the 
other to Mr. McKenzie, also some letters for Mr. Gibson. It is with a deference to him, that 
I would speak of Mr. Gibson, his manner of managing affairs is in my humble opinicn calcu- 
lated to do no great honor to myself or service to his employer. I need not mention some of 
his habits to which he is addicted as you are well acquainted with his general conduct for some 
time past and I will only say there is no reformation. He places no confidence in those who 
are under his direction; wishes to manage every minute particular concerning the hospital 
himself, yet he appears entirely ignorant of the manner of doing it and his domineering posi- 
tion is not calculated to gain him much information. I shall obey his orders promptly so far 
as I am bound to do it, unless they are prejudicial to your welfare, in which case I shall feel 
a pleasure in protecting property for which you are responsible, and promoting your interest 
at all hazzards. Were it not for the numerous obligations which bind me to your interest and 
the anticipation of your return to this post, I would immediately resign the situation in which 
it appears I am not considered by Mr. G. worthy of that consideration which you have reposed 
in me, and in which I venture to say you have never been deceived. Amenable to the Colonel’s 
orders of the first and third instances, I can do no more, no less than duties assigned to a 
hospital steward by the regulations,which does not exactly agree with your private instructions 
to me. I have said nothing to the,Colonel upon the subject, considering it was my duty to 
obey and not my business to inquire into the Commanding officer’s reasons for issuing his 
orders. I have been explicit in stating circumstances which I would wish may be in confidence 
for your own particular information, and that if on your return you did not find me at the 
hospital you may not be disappointed. 

I have omitted many circumstances relative to Mr. G.’s conduct which affect my own feel- 
ings and I shall endeavor to bury them in oblivion. Since your departure from this post, there 
has been a vacancy in my mind which no substitute can fill which you will no doubt perceive 
from the tenor of my letter. My spirits are dejected and my health rather declining in conse- 
quence of the contemplated situation which I am placed. The affairs of the hospital I have 
managed in the usual way as far as I have been permitted. It is a general time of health at 
the post. If it is consistent with your views please favor me with an answer to this letter. Be 
pleased to accept my affectionate esteem and best wishes for your welfare. 

I am, Sir, : 

Very respectfully 
Your obedient servant 
Perrin Barker 
P.S. The land patent which you left in my care I have an opportunity of selling for ———— 
provided I could obtain a lawful convey within two months. 
R Respectfully yours, 
Barker 
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N.B. Mr. Graham has returned from his ————— up the St. Peters in good health and wishes 
to be remembered to you. He regrets that he could not have seen you before your departure 
and says that in consequence of want of time before the mail closes he cannot write to you, 
but that he will write at the first opportunity. 
Yours etc. 

P.B. I have made two additions to this letter already and I will now add that what may hap- 
pen to affect my own feelings I have resolved to remain in my present situation for your 
interest and hope for better times. 
Dr. E. Purcell 

 - 


Among the papers of Alexis Bailly, an early trader here, in the Minnesota His- 
torical Society, may be found two references to Purcell. The first, dated at St. 
Peters, July 17, 1822, is an agreement between Edward Purcell and Peter Powell, 
the latter indenting his son William to Purcell for a period of three years as a 
servant, Purcell to clothe, maintain and lodge him and pay him four dollars per 
month. The second item is a memorandum of goods sold to Purcell by Bailly. It is 
worth giving in full as it shows the prices prevalent in the wilderness and the 
cost of transportation. 


Alexis Bailey Dr. Doct. Purcell 

1823 
Augt. 26—to 2 prs. Socks 1.50 
1% yd. blk. Silk 2.63 

1824 
Jany. 20 “ 9 galls. Brandy @ 3.50 31.50 
“ 1 keg to contain it 75 
“ 21% yd. Sup. fine cloth 30.00 
“ 1 pes. Callico 28 yd. 50c 14.00 
Transportation of the above to St. Peters 3.50 


Dolls. 83.88 


Bailly also makes a memorandum that he is to purchase a vetted for Dr. Purcell 
but could not get one. 

In a letter among the Johnson papers in the Carnegie Public oe at Sault Ste 
Marie, dated at the Falls of St. Anthony, February 19, 1824, toa Mr. George John- 
son, Purcell regrets that his duties had made him “unable to pay more attention to 
you than I have .. . I present to you with this scrall a Lancett, it may be of use 
to you in the woods, it has been in my possession for many years.” George John- 
son was a fur trader and later Indian agent. 

In 1823 one John Marsh came to Fort Snelling as tutor to Colonel Snelling’s 
children. Dr. George D. Lyman, in his book “John Marsh, Pioneer,” suggests that 
March may have studied medicine under Purcell. If this was so, then we must 
credit Purcell as the first to give medical instruction here. 

There remains but little more to be told except that Doctor Purcell was the first 
United States officer to die in Minnesota, and also the first physician. The cause of 
his death is not recorded, but it is said to have been sudden. He was buried at the 
post cemetery at Fort Snelling. Some thirty-five years ago the cemetery was moved 
and all records of burials in the old cemetery are now lost. Although Purcell died 
January 11, 1825, it was not till 1830 that administrators of his estate were appoint- 
ed by the court of Wayne County, Michigan (at Detroit) and the final probate 
papers bear the date 1832. Strange to say, the only information regarding him in 
these prolonged proceedings is that he was “late of the United States Army.” No 
title, no date of death, no place of death, nor are any heirs mentioned either by 
name or implication. The only statement is that $1,425.96 remained to be dis- 
tributed. 
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NATIONAL SOCIALISM OR THE AMERICAN WAY—WHICH FOR US? 


In the years 1936 and 1937 the author spent consid- 
erable time in Germany. His comments on his obser- 
vations are enlightening: 

“I wondered how an intelligent people, such as the 
Germans surely are or were, would let themselves be 
thus duped. This led to a study of the various steps 
by which National Socialism had fixed its hold upon 
that nation. I wanted to find out what made National 
Socialism work. I give you briefly the results of that 
first-hand study. 

“In order for National Socialism to work, certain 
definite steps must be taken, and they are the same for 
Fascism, for the two differ in name only: 

“1. The people must be made to feel their utter help- 
lessness and their inability to solve their own problems. 
While in this state of mind there is held up before them 
a benign and all-wise leader to whom they must look for 
the cure of all their ills. This state of mind is most 
readily developed in a time of economic stress or na- 
tional disaster. 

“2. The principle of local self-government must be 
wiped out, so that this leader or group in control can 
have all political power readily at hand. 

“3 The centralized government while appearing in 
form to represent the people must dutifully register the 
will of the leader or group in control. 

“4. Constitutional guarantees must be swept aside. 
This is accomplished in part by ridiculing them as out- 
moded and as obstructions to progress. 

“5. Public faith in the legal profession and respect 
for the courts must be undermined. Let me pause to say 
that these various steps as thus enumerated are not 
necessarily undertaken in the order in which they are 
here listed. In fact, the subordination of the lawyers 
and of the courts is likely to be one of the early steps 
taken by those interested in setting up a Natidnal Social- 
istic regime. As has recently been well said, ‘There is 
no place for the lawyer in a totalitarian state.’ Lawyers 
as champions of the peoples’ rights must be sup- 
pressed at an early stage. 

“6. The law-making body must be intimidated and 
from time to time be rebuked, so as to prevent the de- 
velopment of public confidence therein. 

“7. Economically, the people must be kept ground 
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down by high taxes which under one pretext or an- 
other they are called upon to pay. Thus they are 
brought to a common level, and all income above a 
meager living is taken from them. In this manner eco- 
nomic independence is kept to a minimum, and the citi- 
zen is forced to rely more and more upon the govern- 
ment that controls him. Capital and credit are thus com- 
pletely within the control of the government. 

“8. A great public debt must be built up so that 
citizens can never escape its burdens. This makes gov- 
ernment the virtual receiver for the entire nation. 

“9. A general distrust of private business and indus- 
try must be kept alive, so that the public may not begin 
to rely upon their own resources. 

“10. Governmental bureaus are set up to control prac- 
tically every phase of the citizen’s life. These bureaus 
issue directives without number, but all under authority 
of the leader to whom they are immediately respon- 
sible. It is a government of men and not of laws. 

“11. The education of the youth of the nation is 
taken under control, to the end that all may at an early 
age be inoculated with a spirit of submission to the sys- 
tem and of reverence for the benevolent leader. 

“12. To supplement and fortify all of the foregoing 
there is kept flowing a steady stream of governmental 
propaganda designed to extol all that bow the knee, and 
to vilify those who dare raise a voice of dissent. 

“I tell you I saw all of these steps consummated or 
rapidly being consummated in Germany in 1936. You 
can readily recognize them as the earmark, the vital 
features of National Socialism. They are the cogs that 
made the Nazi machine work. Many a good and sen- 
sible German was drawn into its clutches, not realizing 
what he was getting into until it was too late to extri- 
cate himself. I came to know a German in Munich fair- 
ly well so that he would talk to me, somewhat freely. 
I put to him this question, ‘What is the most significant 
thing you consider Hitler has done for your people?’ 
His reply was this, ‘He has brought us all to a common 
level,’ and then in a whisper he added, ‘But, my God, 
what a low level.’”—From “National Socialism or the 
American Way—Which for Us?” address by Malcolm 
McDermott of the faculty of Duke University Law 
School, presented before the North Carolina Bar Asso- 
ciation. 
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President's Letter 


MEETING ATTENDANCE ENCOURAGING 


It is highly encouraging to officers of the Minnesota State Medical Association to observe 
the consistent willingness of busy practitioners to attend medical meetings and thus keep 
abreast of developments, both scientific and social, of the times. 


The attendance at sectional meetings, held recently in the state, has been excellent, in 
spite of the fact that those who came were over-burdened with work and were often 
obliged to travel long distances and return on the same night of the meeting. 


The good doctor and the successful doctor, under our American system, is always more 
interested in medicine than in anything else. He will go to any length necessary to keep 
up with new developments in his profession and to improve his professional skill. Would 
he do so if his job depended upon the favor of Washington bureaucrats and his advance- 
ment upon seniority? It is almost certain that he would not. That virtual certainty is the 
best reason for opposition to any further encroachment of government upon medicine. 


Because the dangers of bureaucratic medicine are acute, it is also highly encouraging 
that the county medical advisory committees, to whom the survey of medical services in 
the state has been entrusted, are doing their work carefully, seriously and with impartial 
thoroughness. Returns on the questionnaire about the need for additional doctors, for more 
hospital beds, more nurses and for better public health protections, are now coming in to 
the State Office. The members who prepared them are to be congratulated, without exception, 
on the lofty character of their response. 


There is only one way to know whether medical needs of the state are being met; and 
that is by the honest and impartial testimony of the men who are actually engaged in a 
day-by-day effort to meet those needs. 


There is only one way to circumvent unsound plans of ill-informed social reformers; 
and that is by gathering the facts and acting promptly on the basis of those facts. 


In this survey, and in a vigorous, state-wide effort to affect improvements thus shown to 
be needed, the state association will have the best opportunity in its history to contribute 
to the public welfare and to safeguard for the future the private practice of medicine in 


Minnesota. 


President, Minnesota State Medical Association. 
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+ Editorial + 


Cart B. Drake, M.D., Editor; Grorce Eart, M.D., Henry L. Utricu, M.D., Associate Editors 





MINNESOTA CORONER SYSTEM 


O group in Minnesota has a greater respon- 
sibility for the inadequacies of our antiquat- 
ed coroner’s system than the physicians of the 
state. The problems involved are those of med- 
icine and law. Much of what was considered good 
in medicine decades ago when our coroners’ laws 
were established is now obsolete. This is an age 
of specialization and will become more so with 
the discovery of more useful knowledge. Yet we 
have in force a system for the protection against 
homicide which frequently depends upon a lay- 
man’s knowledge of medicine. Furthermore, if a 
conscientious coroner performs his many duties 
properly he must have a serviceable understand- 
ing of general medicine, pathology, toxicology, 
serology, ballistics, forensic medicine, photog- 
raphy, criminology and various aspects of the 
law. These features of crime apprehension did 
not seem necessary when our coroner’s system 
was first adopted. 

Over the past twenty years I have had the op- 
portunity of seeing coroner’s departments func- 
tioning in seven different states of the Union, 
and have a reading acquaintance with those of 
other states. Since the coroner’s duties revolve 
primarily about the most serious of crimes com- 
mitted against organized society it is startling to 
have visualized the contrasts of competerice and 
efficiency of the scientific methods used in some 
areas of the country compared to the almost hap- 
hazard organizations in other states. 

It must be agreed that the coroner, or medical 
examiner, Or medical referee, it makes no differ- 
ence what he is called, adds but one important fea- 
ture lacking in the already established specialized 
fields of crime detection and punishment. This 
one feature is the acquisition and appraisal of all 
medical evidence in connection with a death. All 
other miscellaneous duties of the coroner includ- 
ing his inquest can be and should be the responsi- 
bility of those better trained for the purposes such 
as the police, prosecuting attorney, or judge of 
the community. In other words, he should be the 
medical consultant in specified cases of death. A 
discontinuance of all time-consuming nonmedical 
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duties will attract more and better medical men 
to the position of coroner. Since each county 
cannot afford a physician specially trained in for- 
ensic medicine and since he is the present quali- 
fied specialist in this field, practical legislation 
should be instituted whereby these medical spe- 
cialists are available for consultation and assist- 
ance, particularly in the rural areas. A university 
connection of this medical service has many ad- 
vantages and has reached a peak of perfection in 
European countries. 

I do not want to belittle the efforts of the many 
conscientious and capable coroners of this state. 
They undoubtedly do the best they can with the 
knowledge, facilities and finances at their disposal. 
Much can be said in favor of certain aspects of 
the coroner’s system. However, a county coro- 
ners’ organization integrated with a state consul- 
tation and laboratory service would serve the wel- 
fare of the people far better, and can be accom- 
plished without a greater expense than the pres- 
ent system. 

There are many deficiencies of our present state 
laws governing the coroner’s office. I would like 
to list a few badly needed improvements. 


1. The county coroner should be an approved 
physician. His duties are in the field of medical 
diagnosis. 


2. He should have the responsibility for the 
preliminary investigation of all medical aspects of 
all deaths resulting from violence or casualty, sud- 
den or unexpected deaths while in apparent health 
or deaths from obscure causes, when the cause of 
death is not known by a physician, when it oc- 
curs in any unusual or suspicious manner, or 
when a body is to be cremated. 


3. It should be his duty to order a pathologist, 
preferably when distance and time permits, from 
a central or State Coroner’s office or a district 
pathologist to perform an autopsy, if in his or 
the prosecuting attorney’s opinion this examina- 
tion might shed any light whatever upon a com- 
plete solution of the case. Postmortem examina- 
tions performed by physicians outside the spe- 
cialty of pathology or even by pathologists not 
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experienced in forensic medicine are not ade- 
quate. 


4. Facilities for toxicologic, histologic, bacte- 
riologic, and serologic study should be available 
under some financial arrangement whereby the 
coroner does not forego an indicated chemical or 
other biologic analysis because of the additional 
Non-biologic subjects should be han- 
dled through specialized departments under po- 
lice responsibility. 


expense. 


~ 


5. The present coroner’s inquest should be cri- 
tically reviewed by the prosecuting attorneys and 
judges of our state with an idea of revising it or 
doing away with it altogether. Evidence given 
the coroner under oath may serve the purpose 
and eliminate duplication of effort and expense. 


6. A system of selecting a state medical exam- 
iner or coroner, or medical referee, whatever he 
may he called, and possibly the county coroners 
on the basis of merit is essential to the best in- 
terests of the public. The present method of po- 
litical selection of coroners too often does not re- 
sult in the best available service to the public. 
Since the duties of these offices are highly tech- 
nical in nature and not policy forming, it is con- 
sidered best to select the candidates purely on 
the basis of ability and efficiency through one of 
the few practical nonpolitical merit systems simi- 
lar to the one used in Maryland. 


A careful review of the entire subject by the 
Minnesota State Medical Association in conjunc- 
tion with the proper law enforcement groups of 
the state is indicated. 


ArtHur H. WE ts, M.D. 
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A BLOOD TRANSFUSION IDEA 


E all agree, I am sure, that the medical rec- 

ord for outstanding work among the armed 
forces under all conditions, is most creditable. 
This high standard of success in treating the sick 
and wounded must be in a measure credited to 
the triumvirate—the sulfa drugs, penicillin, and 
blood plasma. All three have saved the lives of 
many soldiers. This combination will continue to 
be of indispensable value all through the war. 

It is obvious, however, that after the war, blood 
plasma will not be so readily available to the pub- 
lic as it was to the armed forces. Blood banks 
will undoubtedly be closed, and then the routine 
blood transfusions will again have to be resorted 
to. 

Believing this to be the case, I should like to 
suggest an idea which, if perfected, would make 
blood transfusion as simple as giving blood plas- 
ma. The suggestion is that an attempt be made 
to discover either a chemical or a biological agent 
that will neutralize all agglutination that takes 
place when different blood groups are mixed. 
This neutralizing agent when mixed with the 
freshly donated blood will perfect it so that it 
may be given to the patient immediately. If this 
neutralizing agent against agglutination can be 
perfected, transfusion will then be reduced to 
the same simple and. swift method as giving blood 
plasma. And it is self-evident, whole blood will 
in many cases be more effective than plain blood 
plasma. No pretransfusion laboratory work will 
be necessary. 

The extensive knowledge on blood to date, 
should lend itself to discovering such an agent. 
Our research laboratories, given the problem, 
might solve the present agglutination difficulty 
quite readily. 

Perfection of such an agent will reduce the 
blood transfusion problem of today, so that the 
blood may be administered even by the rural 
general practitioner wherever he may be located. 


Jutius J. Hermark, M.D. 





POSTWAR PRACTICE 


UFFICIENT replies have already been re- 
ceived from the questionnaires sent medical 
officers in the military and USPH services by 
the Committee on Postwar Medical Service of 
the AMA to justify certain conclusions as to the 
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wishes of these medical men for the postwar 
years. 

As shown by the report of the Committee* 90 
percent of the graduates since 1937 want further 
medical training—a half of them for a period of 
a year or more, and more than three-fourths will 
seek specialty board certification. About three- 
fourths of the older graduates also want further 
training. 

As is to be expected, about three-fourths of 
the older group plan to return to their former 
practices. Many of the youngest group had not 
entered private practice or had not become well 
established, and it is not surprising that less than 
half of them plan to return to their former loca- 
tions. 

Practice in cities of 25,000 to 250,000 was chos- 
en by 85 per cent of those indicating the desire 
for new locations. About a third preferred gen- 
eral practice, a half the specialties, a few part 
time specialties, and about ten per cent govern- 
ment jobs. About one-half desired association 
with medical groups. 

It may be concluded, therefore, that the capac- 
ities of the graduate medical schools and the hos- 
pitals will be overtaxed following the war. The 
cities are apparently going to have an influx of 
doctors with ambitions at least to become special- 
ists. One can foresee that the supplying of the 
country districts with general practitioners is go- 
ing to be a problem if the wishes of a consider- 
able portion of the doctors in service material- 
ize. This questionnaire represents the present 
wishes and intentions of service doctors. . By the 
time they finish service and are ready to settle 
down, a larger percentage may find positions in 
government hospitals desirable, and it is to be 
hoped more will prefer general practice in the 
smaller communities. However praiseworthy the 
ambition to become a certified specialist may be, 
the out and out general practitioner, many of 
whom have interest in certain specialties, should 
continue to make up the bulk of the profession. 
A profession top heavy with specialists is unde- 
sirable. 

Doubtless the present wishes of service men as 
indicated by this questionnaire will undergo some 
modification when discharges are received. Each 


*Postwar Planning. Report prepared by Lt. Col. Harold C. 
Lueth, Liaison Officer with the AMA for presentation to the 


Committee on Postwar Medical Service and the Council on 


Medical Education and Hospitals. Jour. AMA, 125:558, (June 
24) 1944. . 
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State Committee on Postwar Medical Service will 
have an important function to perform in aiding 
the redistribution of physicians in the best inter- 
ests of the public and profession. 


LIFE MEMBERSHIP IN COUNTY MEDICAL 

SOCIETIES 

OUNTY medical societies apparently have 

never provided for life memberships. While 

not applicable for the smaller societies, there are 

some good reasons why provisions for such 

membership might be made for the larger so- 
cieties, at this time particularly. 

The average physician is better able to pay 
county society dues in his prime. He generally 
continues practice until some disability, incident 
to age, forces his retirement from active practice. 
Then, in Minnesota at least, he is eligible for 
Affiliate Membership. During the latter years of 
diminishing practice he is less able to pay his 
society dues. 

During these war years the average physician is 
enjoying (?) a larger practice and a greater 
income. At the same time his income taxes are 
the highest they have ever been and presumably 
higher than they will be after the war. In 
whatever income bracket he may be, a payment 
of a lump sum for life membership in his medi- 
cal society would constitute a saving of one- 
quarter to over one-half of the amount in income 
tax reduction. 


A table of the approximate costs of life mem- 
berships, taking into consideration the various 
dues and the member’s age, has been worked out,* 
based on the successful plan adopted by the Amer- 
ican College of Physician’s Life Membership 
Plan. According to this table, if the yearly dues 
are $15.00, a member under the age of forty-five 
would pay $300.00 for a life membership, the 
amount diminishing to $100.00 for a member 
sixty-one or over. The payment of $300.00 in 
one sum would result in a saving of one-quarter 
to one-half or more of this amount in taxes, de- 
pending on the physician’s income bracket. 

The funds so collected could be invested, in 
whole or in part, in government bonds or in se- 
curities suitable for trust funds, and the income 
used for society expenses. It would seem that 

*Swanberg, Harold: County medical society life member- 


ships and endowment funds. Miss. Valley M. J., 66:73-77, 
(July) 1944. 
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a portion of such life membership payments 
would have to be appropriated each year for 
current expenses, as the dues of most societies 
are determined according to current needs. 

Objection might be raised that such payments 
in advance might be poorly invested or spent, 
which might result in future financial embarrass- 
ment. However, many of the larger societies 
have funds in the hands of able committees and 
do not encounter difficulties. Bonding is an addi- 
tional safeguard. 

The precaution should be taken that the so- 
ciety’s Articles of Incorporation or Constitution 
state clearly that the purpose of the society is 
mainly scientific in nature, to avoid the possi- 


bility of a tax being imposed on the funds col- 


lected. 

The proposal of providing for life membership 
in county medical societies has points in its favor 
and merits serious consideration on the part 
of the larger county societies. 





QUARTERLY REVIEW OF SURGERY 


This new publication made its first bow in Novem- 
ber, 1943, and is appearing every three months. 

Its purpose is to present in more or less abstract 
form the advances in clinical surgery as gleaned from 
the surgical literature of the world. While designated 
particularly for the surgeon, it should be of definite 
value to any physician. 

The issues of 100 or more pages each, printed on 
high grade paper, present the material classified under 
various headings, such as Surgery of the Thorax, Ab- 
domen, Kidney, Blood Vessels, Bones and Joints, Gen- 
eral, et cetera. Each issue also contains a cross-reference 
subject and author index. 

The Review is published by Quarterly Review of 
Surgery, 314 Randolph Place North East, Washington 
2, D. C., at a yearly subscription rate of $9.00. Its 
distinguished editorial board is headed by Henry N. 
Harkins, Johns Hopkins University. 

If the high caliber of the first issues is maintained, 
the Review should be a valuable addition to medical 
literature. 


LOEFFLER’S SYNDROME 
(Continued from Page 734) 


to work. With the exception of minor complaints she 
remained in good health until November, 1942. At that 
time she again had chills and sweating spells. An x-ray 
of the chest showed infiltration in the left upper lobe 
much like that seen six years earlier. Sulfathiazole was 
given, but one week later the general symptoms per- 
sisted and there was a marked clearing of the left 
upper lobe, but a new similar lesion was present in the 
right upper lobe. The eosinophiles in that week had in- 
creased from 17 to 50 per cent. X-ray therapy was 
again given over both lung fields with a prompt reso- 
lution of the lesions, and a disappearance of general 
symptoms. The eosinophiles decreased to normal with- 
in a — of one month. Since then the patient Has 
remained well. 

At no time during either episode were we able to 
demonstrate a parasitic infestation. Subsequent studies 
failed to reveal an allergic state. The tuberculin test 
has always been negative and sputum studies showed 
no evidence of the presence of fungi or acid-fast 
bacilli. 


Loeffler’s syndrome seems to be a definite clirical en- 
tity. The etiology is unknown and the disease is said 
to be self-limiting. The diagnosis is usually made on 
the presence of an eosinophilia and transitory pulmon- 
ary infiltrative processes. This case certainly was much 
more severe than those classified as Loeffler’s syndrome. 
Undoubtedly the x-ray therapy brought about a re- 
mission of symptoms on both occasions. Whether this 
form of treatment is necessary depends on the persist- 
ence and severity of the individual case. 


Conclusions 


1. A case resembling Loeffler’s syndrome which was 
followed for a period of six years is presented. 
2. X-ray therapy brought about a remission twice. 


3. There are undoubtedly many cases that are un- 
recognized because of insufficient blood studies and lack 
of severe symptoms. 
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MORTALITY FROM TUBERCULOSIS 


The remarkable decrease in tuberculosis mortality, 
which resulted in lowering tuberculosis from one of 
first rank in numerical importance to seventh, conceals 
the fact that this favorable situation does not hold for 
all age groups; from early adulthood to age thirty-five 
it is still the first killer among diseases. Mortality from 
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tuberculosis is highest in large cities, lowest in rural 
areas. The rate for males is considerably higher than 
for females and the disease is still much more fatal 
among the non-white races—J. YERUSHALMY, H. E. 
Hi.iesor, M.D., C. E. Parmer, M.D., in Public Health 
Reports, October 1, 1943. 
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Edited by the Committee on Medical Economics 
of the 
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EDUCATION AND LICENSURE MAKE 
THE “ME?RY-GO-ROUND” 

Some rather startling quotations appeared in 
Drew Pearson’s Washington Merry-Go-Round 
column of Sunday, July 30, from testimony given 
at Senate committee hearings on health, conducted 
by Senator Claude Pepper. So far, the com- 
plete text of the testimony has not been made 
available and discussion of the exerpts quoted 
by Pearson must therefore take into considera- 
tion the possibility that witnesses were improp- 
erly quoted. Nevertheless, the wide publication 
given to the column has raised important issues 
in the minds of many thoughtful people, especial- 
ly with respect to problems of medical educa- 
tion and licensure. 

Dr. Alan Gregg, distinguished medical director 
of the Rockefeller Foundation, is quoted as say- 
ing at this hearing, for instance, that medical 
schools in the United States are “turning out 
physicians for middle and upper class patients in 
cities and not for the great mass of the popula- 
tion in rural communities.” ; 


Idea Is Abhorrent 


As it stands, that statement is a curious distor- 
tion of the truth and its implications are certainly 
abhorrent to most Americans. It would appear 
from the statement, indeed, that what is needed 
in the United States is a double standard of med- 
ical practice, one for the rich and well-to-do, and 
one for the poor; one for city dwellers and one 
for farmers—an idea which comes oddly from 
the representative of an institution which has 
spent millions to bring the best in medicine to 
remote and uncivilized sections of the world. 

The truth is that medicine has moved steadily 
toward a very different ideal in America. That 
ideal has called for the best in medical service 
for every American regardless of income or loca- 
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tion; and it has gone far enough along the road 
to realization to show that its ideal is practical 
and capable of realization. Indeed, it has already 
been realized for a vast number of people, includ- 
ing residents in rural districts, as well as the well- 
to-do in the cities. 


The fact that this ideal is not yet fully real- 
ized in all parts of the country for all individuals 
should lead, logically, to a greater determination 
to find ways and means of achieving it. To pro- 
pose, instead, a lower standard of service for a 
large section of the population seems a curious 
lapse from logic as well as a violation of the 
traditional philosophy of medicine. 


It should be remembered, in discussions of this 
question, that medical service has very little in 
common with other essentials to healthy living, 
such as food, shelter and clothing. No one in 
his right mind would aspire to homes with heated 
swimming pools, for example, for everybody in 
the United States, either in the city or the coun- 
try. But heated swimming pools, though they 
may accompany the finest type of house the archi- 
tect is capable of building, are not necessary to 
comfort or well-being. It is perfectly possible 
to maintain a high standard of healthy living in 
modest houses, at a small fraction of the cost of 
dwellings maintained by the wealthy. The 
farmer, about whom Dr. Gregg is primarily con- 
cerned, may also get along very well in any shoe 
which fits and is reasonably weather-proof, even 
if it is not custom-made; but if he fractures a 
hip, nothing short of the best medical knowledge 
and skill is good enough to put him back on his 
feet again. He may receive that service in a 
ward bed without private telephone or radio; but 
he has a right to expect precisely the same skill- 
ful attention for his hip as the wealthy city man 
in the same predicament. It is unthinkable that 
he should be provided with less, for the simple 
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reason that anything less than the best may easily 
leave him with a lifetime disability or even de- 
prive him of life, altogether. 

Furthermore, it is well within the possibilities 
of our American system of medical practice to 
provide just such medical attention to every 
American, regardless of where he lives or what 
his income may be. In any case, even with the 
best of motives, to place the emphasis in educa- 
tion upon quantity and cost instead of perfection, 
in the belief that some kind of lesser-trained, 
more widely spread service will meet the need in 
the rural districts, will serve no good purpose for 
the farmer or for medicine. 


State Licensure Attacked 


The embattled question of state licensure also 
provoked severe strictures upon existing methods 
from Dr. Gregg. 

“What is happening now,” said Dr. Gregg, as 
quoted on the subject by Pearson, “is that, under 
cover of an examination, the state boards are 
frequently determining who shall be allowed to 
practice in the state. This is jealously guarded 
as an economic privilege of the profession while 
explicit responsibility for a sensible policy of dis- 
tribution of medical care is neglected.” 

The charge, implicit in this statement, that 
state licensing boards arbitrarily manipulate 
licensure for the benefit of intrenched members 
of the profession is obviously made by a man 
who knows little about the functions and aims 
of leading state licensing boards, such, for ex- 
ample, as the boards in Minnesota. Here in 
Minnesota, as in many other states, the legislature 
has set up the standards for licensure in all the 
healing arts. They are reasonable standards 
which have stood up in the courts and are ac- 
cepted by the people of the state. They bar no 
one from practice who is a citizen of the United 
States and who has the qualifications to meet 
those standards. 

There is no discrimination, whatever, on any 
basis of race or creed or economic distinction. If 
there were, it would long since have been aired 
and corrected. Actually, the efficiency, fairness 
and devotion of the boards to the public interest, 
have never been questioned. 

To abolish these boards in Minnesota, in favor 
of remote, national regulation would be com- 
parable to the erasure of other regulatory units 
responsible to state and local governments. It 
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would represent a surrender of important mghts 
by the people, and one more long step in the en- 
croachment of federal bureaucracy upon the 
functions of the states. Furthermore, standards 
for licensure would inevitably be levelled down- 
wards toward a national average reflecting ab- 
sence of modern licensure legislation in the back- 
ward states. 

It may be that minor modifications, providing 
a type of national licensure for special classes of 
candidates, may be desirable at some future time. 
It seems clear, however, that nothing but harm 
can come from removing major responsibility 
from the states. 


Uniformity on the Way 

Furthermore, uniformity in standards of 
licensure is on the way to realization without 
federal legislation to force it on the states. State 
by state, and year by year, new legislation provid- 
ing for uniform high standards is being written 
on the statute books. Minnesota’s basic science 
and medical practice acts have long been regarded 
as models for such legislation and their provisions 
are being duplicated in a constantly increasing 
number of states. Protections of this ‘caliber, 
built up by the states, themselves, and adminis- 
tered by locally responsible enforcement bodies, 
are firmly grounded in public acceptance and will 
eventually achieve.the objectives sought by Dr. 
Gregg, without levelling downward the standards 
of medical practice and without violation of es- 
sential rights of the states. 





SURVEY MAKES PROGRESS 

Excellent progress is reported, to date, on the 
survey of medical services and facilities in the 
state, now under way under auspices of the Com- 
mittee on Postwar Medical Services. 

This committee was formed by the Council 
of the Minnesota State Medical Association, at 
the suggestion of President E. Mendelssohn 
Jones and approved by the House.of Delegates. 

The survey is the essential first step toward 
sound planning for the future in Minnesota. It 
is also indispensable to any effort directed toward 
aiding returning medical officers to establish 
themselves in practice after the war. 


Minnesota Is First 


Minnesota is reported to be the first state in 
the country to initiate such a study on a state- 
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wide basis. Other planning committees in the 
state, including the governor’s committee headed 
by Mr. Ward Lucas of Winona, are interested 
in the study and have expressed themselves as 
willing to make use of results and accept the ad- 
vice of the medical association in formulating 
their own plans. The effort is already proving 
its value in establishing the organization of phy- 
sicians as the authoritative guiding body in plans 
for improvement in health services of the state. 

The object of the study is two-fold. It em- 
braces, on the one hand, a county-by-county 
assessment of medical and hospital needs of the 
state, and on the other hand, a questionnaire to 
all Minnesota physicians in the service as to their 
own plans for the future. 


They Will Return to Private Practice 

It is interesting to note, on the basis of a large 
number of returns already received in the State 
Office, that 98 per cent of the men now in service 
This is de- 
cidedly at variance with early predictions that 
many would be enamored of the security offered 
by military and government service, and in view 
of the unsettled condition of the times, would 
elect to side-step the problems of private practice. 


plan to return to private practice. 


An almost equal percentage of men answering 
the questionnaire, express a desire for some type 
of refresher course or postgraduate training after 


the war. This nearly universal desire is of great 
significance to educational authorities of the state. 
It is obvious that extensive plans for short 


courses of all types, as well as for residencies and 
fellowships, must be instituted at once in justice 
to the men who have been absent from the rou- 
tine of private practice, some of them for as many 
as four years in the service. 


More Doctors, Hospitals, Needed 

Returns from county medical advisory com- 
mittees of the state, to whom the county studies 
were entrusted, show that an encouraging degree 
of care and impartiality has gone into* recom- 
mendations made to meet future requirements in 
their counties. More hospital beds are obviously 
going to be required in many counties ; also addi- 
tional doctors above the number in practice there 
before the war. Most of the committees show 
themselves to be aware of the need for expanded 
organized public health services and heartily in 
favor of a program to provide such expansion. 
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The committee is gratified by first results of 
these efforts and confidently expects that the final 
picture of medical needs of the state, based upon 
the considered opinion of men in acfual practice 
in every community, will be the most accurate and 
factual ever secured. 

With such information at its disposal, the 
Minnesota State Medical Association will be in 
an excellent position to advise returning medical 
officers about opportunities for practice. It will 
also have a sound and unassailable basis on which 
to build a forward looking policy for the future 
in Minnesota. 





MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


J. F. Du Bois, M.D., Secretary 


Minneapolis Woman Pleads Guilty to Practicing 
Massage Without a License 


Re: State of Minnesota vs. Gertrude Smith 


On August 19, 1944, Gertrude Smith, forty-five years 
of age, entered a plea of guilty in the District Court of 
Hennepin County to an information charging her with 
the crime of practicing massage without a license. Fol- 
lowing a statement of the facts to the Court, and upon 
the recommendation of the Minnesota State Board of 
Medical Examiners and the Hennepin County Attorney’s 
office, Judge Vince A. Day imposed a sentence of one 
year in the Minneapolis Workhouse and stayed the sen- 
tence upon condition that the defendant refrain, in every 
manner, from engaging in the practice of massage. 

The defendant, at the time of her arrest by Minne- 
apolis Police Officers, was operating a bath and massage 
parlor at Suite 407, 608 Nicollet Avenue, Minneapolis. 
She stated to the Court that she formerly lived at Hay- 
ward, Wisconsin, and had learned massage from Mrs. 
Rena Nelson, a licensed masseuse, who formerly had a 
massage parlor at 609 S. 9th Street, Minneapolis. Mrs. 
Nelson retired in September, 1943, and the defendant 
states that she bought out the business and equipment 
for $200. She stated that her income averaged from 
$175 to $200 a month. Her massage parlor was closed 
by the police and it will remain closed. 





It is an interesting fact that no wars of significance 
have ever been waged over medical problems. People 
have fought about every other problem imaginable. 
Wars over religion, over commerce, trade and industry, 
over boundaries, over races and sects, over royal and 
legal decrees, over social and economic questions, but 
never over medicine. In fact, medicine has been 
throughout the centuries one of the great unifying agen- 
cies to bring the peoples of the earth together—Davip 
J. Davis, M.D., Diplomate, January, 1944. 
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Minnesota State Medical Association 


Ninety-first Annual Session 


April 12, 13, 14 and 15, 1944 
Rochester, Minnesota 


HOUSE OF DELEGATES 


Assembly Room 
Mayo Clinic 
Wednesday, April 12, 1944 


The first meeting was called to order at 2:00 p.m. 
by Speaker W. W. Will, who called on Dr. R. M. Kur- 
ten, president of the Wisconsin State Medical Society, 
Dr. L. R. Woodward, president of the lowa State Medi- 
cal Association and Dr. R. D. Bernard of Iowa, chair- 
man of the Medical-Legal Committee of the Iowa Asso- 
ciation while the Credentials Committee was delib- 
erating. 


Dr. Kurten: It is a pleasure to be invited to attend 
a session of the Minnesota State Medical Association. 
We, in Wisconsin, are always eager to know what you 
are doing because we know that you do things in a 
sound, progressive manner. We are going along in 
about the same fashion as you are, dealing with the 
amazing problems that are before us. To date, we 
have seen little light and we do not know where they 
are leading us; but we propose to remain calm and try 
to keep a hand on the things that are not entirely in the 
best interests of the public health and medicine. ; 
We have embarked on one new project in Wisconsin 
which might be of interest to you. We are taking up 
farm and rural health problems as an important feature 
of our society’s program. We are organizing our entire 
state with committees to reduce accidents and sickness 
in our rural population. We hope to do for rural health 
what our industrial committees have done for the cities. 
We are looking forward with interest to the meeting 
of the American Medical Association this year, and we 
know we can depend upon Minnesota to make its usual 
contribution to the proceedings of the House of Dele- 
gates, in good common sense. ' 
May I add just a word about the recent primaries in 
Wisconsin, in spite of the fact that your governor was 
one of the candidates. I don’t know just what hap- 
pened in Wisconsin, but whatever it was, it was decisive 
and only time will tell whether it was for the best. 


Dr. Woopwarp: As president of the State Medical 
Society of Wisconsin, I have been doing considerable 
thinking, first on the matter of winning the war. Up 
to the present we have kept the two great military ma- 
chines from getting everything they wanted. But these 
machines have been in existence for a hundred years 
or more, one in Germany and one in Japan. Their whole 
business is war. World War I and this war are just 
episodes in our effort to keep them from destroying us. 
In 1918 we permitted a stalemate. Japan was allowed to 
get the foothold which enabled her to sieze what she 
holds now. In another twenty years we shall have a 
much worse thing to contend with than we have now if 
we do not see that her military machine and the mili- 
tary machine of Germany are destroyed. 

Second, as to postwar planning. In the second para- 
graph of Dr. Jones’ message in your program he has 
expressed beautifully what I would like to say on post- 
war planning. Our big job, after we see to it that the 
military machines are destroyed, is to preserve our 
American way, not only for the medical brothers when 
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they come back, but for all of the boys who are doing 
so much for us here at home. Our job is to give the 
people at home the best care we can give them. We 
cannot, in my opinion, let that care be a government- 
controlled proposition. The future of medical care: in 
the United States must be worked out by the medical 
professions. 
* * x 

After Dr. Bernard had been introduced, the Speaker 
called for the report of the Credentials Committee. 

Dr. F. J. Lexa of Lonsdale, chairman, reported that 
a quorum was present and, it being moved, seconded 
and carried that the report be accepted, and also that 
the minutes of the previous meeting be accepted as 
printed without further reading, the Speaker called for 
the report of the chairman of the Council, Dr. W. L. 
Burnap of Fergus Falls. 


Dr. Burnap: The first meeting in connection with 
the 91st annual session was held at 9:00 a.m. today with 
all councilors present and Dr. R. M. Kurten as guest. 

Resolutions regarding institutional care of feeble- 
minded patients from the McLeod and West Central 
Medical Societies were read, and Dr. J. C. McKinley, 
chairman of the Committee on Mental and Nervous 
Diseases, to whom the matter had been referred, re- 
ported that the last Legislature had appropriated funds 
for additional facilities for these patients but that, be- 
cause of war emergency and priority difficulties, building 
had been unavoidably postponed. Dr. McKinley stated 
that the state association could do nothing about the 
matter at the present time. It was suggested that he 
inform the two societies of the situation. 

Financial reports were accepted as presented and ap- 
plications for affiliate membership for Dr. F. S. Warren 
of Washington, D. C., a member of the Rice County 
Medical Society, and Dr. Peter Kraft of Duluth, a mem- 
ber of the St. Louis County Medical Society, were ap- 
proved. Also the request of Capt. Thomas G. Petrich 
for a subscription to MINNESOTA MEDICINE was pre- 
sented and it was voted that he be permitted to sub- 
scribe at the regular rate, 

The Council voted to approve the request of the 
Minnesota Safety Council for a contribution of $50 for 
the year 1944, 

Correspondence from Dr. L. L. Merriman of Duluth 
concerning requests from inductees that their medical 
history data secured during examinations be sent to 
induction centers or local draft boards was referred to 
a committee appointed as follows by the Chair: Drs. 
E. M. Hammes, S. H. Baxter, and H. Z. Giffin. The 
committee was requested to report at a subsequent 
meeting. 

The problem of medical, dental and hospital care for 
migratory workers, brought into Minnesota by the 
War Food Administration of the Department of Agri- 
culture and under the immediate care of the Midwestern 
Agricultural Workers’ Health Association, was pre- 
sented by Dr. Lloyd Gaston of the War Food Admin- 
istration. An estimated 4,000 to 5,000 workers will 
come to Minnesota this year, during a three- to five- 
month period, for work in the canneries and beet sugar 
industry. Recruitment of these workers is carried on in 
Mexico, Jamaica, Bahama and New Foundland. Dr. 
Gaston said his administration hopes to continue this 
year on the same basis as last and the Council voted to 


751 





do nothing that would interfere with the activities of 
the Midwestern Agricultural Workers’ Health Associa- 
tion until the emergency is over or until their medical 
activities violate some of the principles of medical 
practice which require safeguarding. 

A resolution from the Nebraska State Medical As- 
sociation concerning the EMIC program was read but 
action was postponed until a later meeting. 

A letter from Dr. C. B. Drake tendering his resigna- 
tion as Editor of MINNESOTA MEDICINE was presented 
by Dr. Hammes. The Council voted not to accept Dr. 
Drake’s resignation and increased his salary as editor 
of the journal. The meeting adjourned. 

ee @ 


Dr. Burnap also took occasion, following his report, 
to praise the efficiency of the State Office and to com- 
pliment the executive secretary, Mr. R. R. Rosell and 
members of his staff and the attorney of the Associa- 
tion, Mr. F. Manley Brist, for their work. The Council, 
he said, feels that the Association is very fortunate in 
their conduct of its affairs. 

He also called attention to the devotion and hard work 
of members of the Council, to the considerable amount 
of time given by them to the work of the Council and 
to the high standards of their deliberations. 

It was moved, seconded and carried that Dr. Burnap’s 
report and supplementary remarks be accepted. 

* * 


Speaker Will then called for the report of the Refer- 
ence Committee on Medical Education Reports, Dr. A. H. 
Sanford of Rochester, chairman. The following re- 
ports were considered. 


COMMITTEE ON CANCER 

Cancer education and control are progressing steadily 
in Minnesota. The Committee on Cancer, working 
closely with the Minnesota Society for the Control of 
Cancer, has expanded its program of public education, 
as well as education for physicians, by every modern 
teaching method at its disposal. 

Notable in the developments of the past year has been 
the teaching unit for high schools and colleges, pub- 
lished by the society under sponsorship of the com- 
mittee, which is being used in an increasing number of 
schools in this and in a number of other states. Lec- 
tures, exhibits and motion pictures have rounded out the 
public program. 

The annual packet for physicians on a cancer subject 
was issued in April, as usual, this year and was pre- 
pared especially to aid the general practitioner in rou- 
tine examinations for the detection especially of cancers 
of the skin, breast, and body orifices. This especial 
phase of cancer diagnosis was selected because rumors 
have reached the Committee on several occasions that 
physicians in general practice are not taking sufficient 
interest in the patient who presents himself for routine 
examination in response to educational appeals. It is 
extremely important that a complete check, including a 
routine check for cancer, be made on all patients who 
come for a physical examination. A brief outline of 
procedure which should be followed in these examina- 
tions is now under consideration by the Committee and 
may be supplied to every physician for his desk at an 
early date. 

It is gratifying to note that members all ,over the 
state are becoming aware of the existence of the in- 
stitution called Our Lady of Good Counsel Free Cancer 
Home, operated by an order of Catholic sisters at 2076 
St. Anthony Avenue in Saint Paul. Care in this home 
is free to all needy cancer patients, regardless of creed 
or race, upon recommendation of a physician and the 
Committee is happy to commend the fine work in this 
institution for a neglected section of the needy. 

The Committee is also pleased to call attention of 
the members to the substantial appropriation made by 
the state legislature last year for research in cancer at 
the University of Minnesota. This is the first time, as 
far as is known, that a state legislative body has ap- 
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propriated special funds for cancer work and 
hoped that the appropriations will continue and that 
they will be expanded, as time goes on, by private dona- 
tions. The work now being carried on at the University 
is showing definite progress and carries with it a real 
hope for eventual solution of some of the enigmas of 
malignancy. 


it is 


M. W. Acserts, M.D., Chairman 


COMMITTEE ON THE CONSERVATION OF HEARING 


The planned activities of the Committee on the 
Conservation of Hearing during the year 1943 have 
been curtailed by conditions imposed by the War, such 
as the restricted use of the automobile and Federal 
priorities on technical equipment and materials needed 
to construct and operate the proposed portable educa- 
tional exhibit for state and regional meetings of physi- 
cians, educators, parent-teacher and other groups. _ 

Failure to secure enactment by the 1943 Legislature 
of a drafted bill to initiate a practical program for the 
discovery and care of hearing-deficient school children 
was due chiefly to a lack of awareness by the public 
and legislators of the importance of such a program. 
This failure has not discouraged its sponsors, but has 
proved a strong incentive for greater effort to create 
an insistent demand for adequate legislation by the 1945 
Legislature. 

The noticeable growth of public interest in physical 
fitness as our greatest national asset and a wider rec- 
ognition of the importance of conserving the hearing 
as a feature of the school health program are a chal- 
lenge to the medical profession and educators for more 
effective work in this field of preventive medicine. 

To make such effort possible, the Committee recom- 
mends that it be continued and respectfully requests 
the renewal for the year 1944 of the unexpended $450.00 
grant voted by the Council in 1943. 


Horace NewuHart, M.D., Chairman 


COMMITTEE ON FIRST AID AND RED CROSS 


On behalf of the Committee on First Aid and Red 
Cross, I wish to report that our activities for 1943 were 
largely limited to assisting the State Board of Health 
effect a change in a law previously passed which called 
for compulsory first-aid training for school bus drivers 
and the carrying of first-aid materials in all school 
buses. The intent of the law was good, but funds were 
not provided for putting it into effect. At a subsequent 
time, such an arrangement might be deemed worth while, 
but it would require careful planning in order to make 
it function properly. 

This Committee stands ready to codperate with any 
individual concerned for the purpose for which it is 
constituted. 

There has been a considerable decrease in the interest 
in first-aid training in 1943 as compared to 1942. 


Joun S. Lunpy, M.D., Chairman 


COMMITTEE ON HEART 


No special inquiries or requests have been submitted 
for action to the Committee on Heart this year and it 
seemed to the Committee that nothing of sufficient im- 
portance had developed since the last annual meeting to 
require a conference in these busy times. 


F. J. Hirscupoecx, M.D., Chairman 


COMMITTEE ON HOSPITALS AND MEDICAL 
EDUCATION 


Undergraduate Medical Education 


The Medical School of the University of Minnesota 
has continued its program of accelerated medical teach- 
ing. Under this program the school operates on a cal- 
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endar year instead of the usual academic year of ap- 
proximately nine months. With new classes admitted 
at nine-month intervals this program constitutes a mate- 
rial contribution toward the training of a large group 
of physicians for war service. In addition, the number 
of students per class has been increased by approxi- 
mately ten per cent. 

On July 1, 1943, medical students who had been on an 
inactive Status in Army or Navy Reserve Corps were 
placed on active duty. All of these students are in uni- 
form and under military jurisdiction. Freshman and 
sophomore Army Students are “housed and messed” in 
Pioneer Hall. Junior and senior Army students and 
all Navy students are given “commutation allowances” 
and permitted to live where they choose. The Army has 
contracted with the University for 55 per cent and the 
Navy for 25 per cent of the places in the future medical 
classes. 

A considerable number of the teaching staff of the 
Medical School are in Army or Navy service. Others 
are serving in advisory or consultant capacities to the 
Army, Navy, or other war agencies. Still others are 
carrying, in addition to their teaching duties, major re- 
sponsibilities for the conduct of government-sponsored 
war research projects. 


Graduate and Postgraduate Training 


Graduate training of physicians in various specialties 
of medicine has been greatly curtailed as a result of 
the needs of the armed forces for young physicians. 
Only women and men who are ineligible for commis- 
sions in the armed forces are permitted more than 
twenty-seven months hospital service after graduation 
from medical school. 

Postgraduate courses for medical officers of the Army 
and Navy have been conducted during the year by the 
Mayo Foundation and the Medical School of the 
University of Minnesota. At the Mayo Foundation, 
approximately 150 officers have been continuously in at- 
tendance at these courses throughout the year. At the 
Medical School two three-month courses were con- 
ducted with approximately forty medical officers in at- 
tendance. 

Postgraduate courses for civilian physicians have been 
continued by the Department of Postgraduate Medical 
Education of the University. The number of these 
courses has been less than during recent years but the 
attendance of physicians has been surprisingly good. 


Hospital Service 


The hospitals of the state have maintained normal 
standards of service in spite of the difficulties in main- 
taining them. Patient loads have increased, while pro- 
fessional and service staffs have decreased. 

Approximately 900 practicing physicians have entered 
the armed forces from the state of Minnesota. Most 
of these were on the visiting staffs of hospitals. Intern 
and resident staffs have been reduced to approximately 
two-thirds of pre-war levels, in accordance with the 
“9-9-9” program and the hospital quotas of the Pro- 
curement and Assignment Service. As part of this pro- 
gram, hospital internships and residencies are reduced 
to a nine-month basis. However, one-third of the in- 
terns who hold commissions in the armed forces—and 
this presumably includes all who are physically qualified 
for military service—may be deferred for a second nine 
months to serve as assistant residents in hospitals and 
one-half of these may be deferred for a third nine 
months to serve as senior residents in civilian hospitals. 
The quota system provides for a distribution of interns 
and residents to hospitals on approximately the same 
proportionate basis as existed in 1940. 

The recruitment of nurses by the armed forces has 
resulted in acute shortages in many civilian hospitals. 
The recently established Cadet Nursing Program, how- 
ever, in which twenty-three hospitals in Minnesota are 
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participating, should provide considerable assistance in 
this regard for the future. 

Competition on the part of war industry has made it 
exceedingly difficult for hospitals to maintain adequate 
and competent service staffs. During the month of Jan- 
uary the University Hospital experienced a strike of 
its service employes. This strike resulted in a serious 
disruption of vital hospital services. Fortunately, as a 
result of public opinion, the strike lasted only forty- 
eight hours. It is almost inconceivable that any group 
would strike against a charitable institution which is 
providing medical care for the helpless sick of the state. 


Haroip S. Direut, M.D., Chairman 


COMMITTEE ON PUBLIC HEALTH NURSING 


Your Committee on Public Health Nursing has had 
no meeting or correspondence during the past year. 

The Chairman takes the liberty to suggest that your 
body adopt and endorse in toto the “Standing Orders 
for Nurses in Industry” prepared by the Council on In- 
dustrial Health of the American Medical Association. 
The manual is entirely applicable to industrial health 
nursing in the State of Minnesota. 


C. A. Scuerer, M.D., Chairman 


COMMITTEE ON SYPHILIS AND SOCIAL DISEASES 


Minnesota’s program for the control of venereal dis- 
ease has continued to operate smoothly and effectively 
and no special problems have been submitted for action 
by the Committee on Syphilis and Social Diseases this 
year. 

Military problems, also new developments in treat- 
ment, have stimulated an unusual amount of interest in 
venereal disease problems among general practitioners. 
This interest was evident in the response to courses ar- 
ranged for the Wartime Graduate Medical Meetings 
held at Fort Snelling and Wold-Chamberlain Naval Air 
Station Dispensary this year and in requests for the 
packet on syphilis issued in February in connection with 
the Subject-of-the-Month program, by the Minnesota 
State Medical Association. 

P. A. O'Leary, M.D., Chairman 


COMMITTEE ON VACCINATION AND IMMUNIZATION 


The Committee on Vaccination and Immunization has 
two recommendations to make. The first, that a short 
article should be published in Minnesota MeEpICcINE 
from the Committee on Vaccination and Immunization 
detailing not only which diseases should be vaccinated 
against but also the optimum ages, details of technique, 
and the severity of reactions. Secondly, the Committee 
recommends that the Minnesota State Medical Associa- 
tion issue a small leaflet to the mother of each newborn 
baby in the State within ten days of its birth telling her 
about the value of immunizations, informing her at 
approximately what age they should be done, and ad- 
vising her to get in touch with her family physician. 

The Committee on Vaccination and Immunization 
would appreciate some positive action on these recom- 
mendations. 


E. J. Huenekens, M.D., Chairman 


COMMITTEE ON TUBERCULOSIS 
Tuberculosis Committees Recommended 


The Committee recommended that each county or 
district medical society appoint a committee on tuber- 
culosis through which the State Committee can work in 
arranging for county-wide tuberculosis control programs 
and other activities pertaining to this disease. This 
recommendation was approved by the Council. When 
these committees are appointed it is planned to send 
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each chairman minutes of the regular meetings of the 
State Committee. The House of Delegates can help 
us immensely by giving special support to the formation 
of these committees. 


Examinations for Tuberculosis in General Hospitals 


Last year the Committee recommended that a cam- 
paign for examinations for elimination of tuberculosis 
be instituted for all patients entering general hospitals 
throughout the state. This examination is to consist of 
(1) tuberculin test, (2) x-ray film inspection of the 
chests of all reactors, and (3) complete examinations 
of those with shadows to determine the etiology of the 
disease. It was recommended that this procedure be 
extended to all members of hospital personnel preceding 
employment and periodically thereafter. 

Dr. K. H. Pfuetze of Cannon Falls, chairman of the 
subcommittee on this subject, is arranging for speakers 
to present the subject before the annual meeting of the 
State Hospital Association. It is the hope of the Com- 
mittee that during the coming years speakers can be 
provided for hospital staff meetings in various parts 
of the state. 


Tuberculosis in Institutions for the Mentally Ill 


The state institutions for the mentally ill have con- 
tinued to attract widespread attention from the stand- 
point of tuberculosis control. They literally had become 
cesspools for this disease. Dr. H. A. Burns, who is de- 
voting his entire time to this work, is solving the 
problem as fast as possible. Slightly less than one-fifth 
of the deaths from tuberculosis in some parts of Min- 
nesota occur in institutions for the mentally ill. 


Incorrigible Tuberculous Patients 


The Committee has not relaxed its stand for a satis- 
factory place to isolate incorrigible cases of contagious 
tuberculosis. The members believe this must be one 
of the early projects next year in order to protect the 
public against such individuals. 


County-wide Tuberculosis Control Projects 


Meeker County.—The physicians in Meeker County, 
although handicapped by the absence of some of their 
members in military service and by gasoline rationing, 
have continued their county-wide tuberculosis control 
project. Doctor Danielson has stated that, of the ap- 
proximately 17,000 citizens, between 9,000 and 10,000 
have already been tested with tuberculin; that 22 per 
cent reacted and 18 active cases of pulmonary tuber- 
culosis previously undetected were discovered. Miss 
Dempsey, of the National Tuberculosis Association, is 
now at work analyzing the data. From this, she hopes 
to establish some important, practical facts concerning 
tuberculosis control. 


McLeod County—On October 1, Dr. C. G. Sheppard, 
of Hutchinson, Minnesota, stated to the Committee that 
the McLeod County Medical Society wished to start a 
county-wide tuberculosis control project similar to that 
of Meeker County. Members of this Society already had 
a sum of approximately $1800 in their treasury which 
they were willing to use in this work. 

On October 20, several members of the Committee at- 
tended a meeting of the McLeod County Society in 
Hutchinson, and it was unanimously agreed that the 
project should be started as soon as possible. Later, 
a committee of the McLeod County Society went before 
the County Commissioners. The Commissioners voted 
to grant the Society an annual sum (any amount nec- 
essary) to carry out this program. As far as we know, 
this is the first time in the history of Minnesota that 
county commissioners have voted financial support for 
a county-wide tuberculosis eradication campaign among 
human beings. 
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Wright County.—On October 28, Dr. C. L. Rohcit, of 
Waverly, Minnesota, stated to the Committee that the 
physicians of Wright County were interested in a sim- 
ilar county-wide tuberculosis eradication campaign. On 
February 17, three Committee members attended a 
Wright County society meeting, and the members voted 
unanimously to institute the program. A committee of 
the Society was appointed to develop the program 


Other Counties—Physicians in several other counties 
have expressed their desire to imitate county-wide pro- 
jects. The Committee has reason to believe that this 
movement will rapidly gain momentum and that a state- 
wide tuberculosis control program by the medical profes- 
sion will soon be realized. 


Accreditation of Counties 


Last year the Committee reported that Lincoln, Olm- 
sted, Murray, and Stevens Counties had been accredited 
according to the following qualifications: (1) the mor- 
tality rate was 10, or less, per 100,000 population during 
the past five years; (2) at least 80 per cent of the senior 
students in high school were tested with tuberculin, and 
not more than 15 per cent reacted. The certificates were 
issued by the State Medical Association, the State De- 
partment of Health, and were signed by the Governor of 
the State. 

During 1943, four more counties were accredited, No- 
bles, Pipestone, Rock and |Vaseca Counties. Two more 
counties, Martin and Jackson, have qualified for accred- 
itation, and plans are being made for the ceremonies 
in the near future. 


Full-Time Physician Neded 


It has been suggested, also, that a full-time physi- 
cian be employed to assist and work under the direction 
of the members of the medical societies which adopt 
county-wide programs. It is particularly important that 
this be done because so many physicians are in military 
service, and those remaining in practice are at times 
overwhelmed with routine work. We believe that for 
the next few years there will be enough of this kind of 
work to justify employment of a full-time physician, 
and that funds probably can be made available for this 
purpose. 

Support of Governor Thye 


Governor Thye has manifested a great deal of inter- 
est in the work of this Committee; in fact, he made 
considerable sacrifice in order to present the main ad- 
dress at the accreditation ceremonies for Nobles, Pipe- 
stone and Rock Counties. He has expressed his willing- 
ness to support the Committee in every possible way 
and has accepted our invitation to attend one of the 
regular Committee meetings. 


J. A. Myers, M.D., Chairman 


* * * 


Dr. Sanford moved that all of the reports be accepted 
with the following comment and special recommenda- 
tions : 

In connection with presentation of the report of the 
Committee on Cancer he called attention to a cancer 
meeting for men held under auspices of the Hennepin 
County Medical Society which was attended by 150 
laymen. 

He called attention also to the bill for conservation 
of hearing procedures to be introduced under auspices 
of the Committee on Conservation of Hearing in the 
next Legislature and recommended that it receive the 
backing and approval of the entire association. He rec- 
ommended careful reading of the reports of the Com- 
mittee on Hospitals and Medical Education and of the 
Committee on Tuberculosis because of their complete- 
ness and the activities described and called attention to 
the suggestion in the report of the Committee on Vac- 
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cination and Immunization that a leaflet on immuni- 
zation and vaccination be issued for distribution to moth- 
ers of newborn babies before they leave the hospitals. 
Dr. L. F. Richdorf, Minneapolis, reported that the 
chairman, Dr. E. J. Huenekens, who was not present, 
was very anxious that something of the sort be done 
in order that information should be placed in the hands 
of every mother. He was sure, he said, that whatever 
method is adopted to that end would have the hearty 
approval of all members. —_ 
Dr. Burnap suggested that the State Association 
might cooperate with another agency to publish such a 
pamphlet. 


SpeAKER Witt: Mr. Rosell has suggested the State 
Board of Health as the cooperating agency. Dr. Ches- 
ley, he thinks, would be glad to help in the matter and 
the Board would probably furnish the pz amphlets. The 
medical profession is open to criticism that it has not 
made a special effort to make sure of vaccination and 
immunization of babies; that it has, instead; put its em- 
phasis upon protection of school children while the time 
for such protection is when the children are babies. We 
would like to hear from Dr. R. W. Morse as a member 
of the State Board of Health. 


Dr. Morse: We have taken this matter under con- 
sideration at Board meetings and I am sure the State 
30oard of Health will go ahead with this undertaking 
if it has the advice and approval of the state medical 
association. 

Dr. Sanford said he believed the delegates, in accept- 
ing the report, could leave the matter of publication of 
the pamphlet to the Council to proceed as it may see fit. 

It was moved, seconded and carried that the report 
be accepted with that understanding. 

Speaker Will then called upon Dr. Horace Newhart, 
chairman of the Committee on Conservation of Hear- 
ing. 


Dr. NEwHART: I appreciate the privilege of saying 
a few words to dispel some possible gloom that may 
have pervaded the report of the Committee on Conser- 
vation of Hearing, regarding legislation and some othe- 
er matters. A better understanding regarding the prob- 
lem of conservation of hearing exists, at the present 
time, than at any other period in the world’s history. 
Many more people are interested in this neglected field 
than ever before. The American Medical Association 
has recently made a fine effort to help educate medical 
people and laymen in the importance and accomplish- 
ments in hearing conservation. The Council on Phys- 
ical Therapy has studied audiometers and hearing aids 
with rather astouding results in raising manufacturing 
and distribution standards. Great inspiration has also 
come through the work of the American Academy of 
Ophthalmology and Otolaryngology which has made a 
generous contribution and appropriation for carrying on 
the work of education. The Academy has prepared an 
excellent outline of a program for rehabilitation of the 
hearing-deficient and has coéperated in production of 
the film called “The Right to Hear” which will be shown 
in the course of this meeting and which I wish all of 
you might see. It is suitable for showing to lay groups 
of all kinds and has been used many times since its 
production last year. 

Another point which should cheer us all is the inter- 
est now being taken by the Federal government in the 
rehabilitation of men returning from combat duty and 
of those in war industries whose hearing is damaged 
and of civilians generally. It was my privilege to at- 
tend a meeting, a few days ago, in the newly consti- 
ae advisory group to the administration of the 
Barden-LaFollette rehabilitation act. This group is 
helping to formulate an ideal program which can be 
adopted with modification by the states. In this program 
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the group is deeply concerned with the welfare of the 
hearing-afflicted. At the same time, I may say they 
have a deep regard for the taxpayer. We believe this 
program will result in great improvements; but it will 
be necessary for us medical men to aid it in every way 
possible and especially to give our attention to the mat- 
ter of salvaging hearing. First, we must improve the 
morale of the disabled and especially of the hearing- 
deficient. Second, we must put them in a position to 
earn a living and secure their self-respect. 

Insofar as the bill which failed to pass at the last 
Legislature is concerned, we understand, now, why it 
did not pass; the people were not ready for it. Also it 
was introduced late in the session and we were not 
successful in getting sufficient influence to back our 
legislators. I hope we can. introduce a similar bill early 
in the next session and that all of us will then consider 
ourselves a committee of one to help stir up legislative 
interest. 

x ok * 

Speaker Will then called for the report of the Ref- 
erence Committee on Miscellaneous Scientific Reports, 
Dr. C. A. McKinlay, chairman. The following reports 
were considered: 


HISTORICAL COMMITTEE 


Commencing with Volume 21, 1938, twenty articles, 
supplied through the Historical Committee, have been 
published in MINNESOTA MeEpiIcINE. These articles oc- 
cupy approximately 452 pages of printed material in 
MINNESOTA MEDICINE. 

There is now on file with the Bruce Publishing Com- 
pany, Pioneer Physicians of Faribault County by Dr. 
Roscoe Hunt. Also, previous to 1938, a number of 
articles have been published which could well be in- 
cluded in the medical pioneer history. Likewise, some 
articles which have been published since 1938 and which 
have not passed through the Historical Committee, are 
of historical significance and might well be included. 

At the opening of 1943 there were on hand such ar- 
ticles as were reported a year ago and during 1943 
there have become available, Reminiscences of Dr. E. J. 
Brown, copied in long hand from old newspapers by 
Dr. John Armstrong. 

In addition, as of February, 1944, two articles, Notes 
on the History of Medicine in Houston County Prior 
to 1900 and Notes on the History of Medicine in Fill- 
more County Prior to 1900, are completed and ready 
for publication. The compilation of an article on the 
history of medicine in Olmsted County before the turn 
of the century is in progress. 

Some of the unpublished material on file can be used 
with relatively minor editing. Much of it would be 
more useful and suitable if it were expanded and re- 
vised editorially. Some of it requires amplification. It 
is hoped that the state secretary's office force will be 
able to lend assistance in making ready for publica- 
tion a number of articles now on file. 

Some communities are fortunate in having members 
who have shown particular aptitude in compiling his- 
tories of pioneer physicians. The job requires persist- 
ence as well as ability and during this war period there 
are probably few who feel inclined to take on additional 
burdens. The Association is grateful to such men as 
Drs. John M. Armstrong, Arthur S. Hamilton, Rich- 
ard Bardon, Charles E. Bigelow and Mr. James Eck- 
man and many others. Through the foresight of Dr. 
William J. Mayo the services of Mrs. Nora Guthrey 
became available to your committee. During the past 
two years she has compiled excellent histories about 
Houston County and about Fillmore County. As has 
been said, these are ready for publication and the same 
author is now proceeding with the history of Olmsted 
County. 

Your committee believes that in consideration of the 
changes brought about by the national emergency, the 
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work on the history is progressing satisfactorily and 
recommends : 

1. That all members of the Association cooperate 
with the committee in attempting to maintain active 
interest in the undertaking throughout the state. 

2. That collection and preparation of data continue 
as steadily as possible in anticipation of the time when 
the final correlation of material and publication of the 
book, “The Pioneer Medical History of Minnesota,” 
can be accomplished. 


M. C. Piper, M.D., 


Chairman 


COMMITTEE ON MEDICAL TESTIMONY 


The Medical Testimony Committee held only one 
meeting during the past year. No special cases came up 
for consideration. It is very gratifying, indeed, that not 
a single complaint was made to the Committee regard- 
ing expert medical testimony given by the members of 
the State Medical Association from June 1 to De- 
cember 1. Since that time, an attorney and two phy- 
sicians discussed with your chairman, the medical ex- 
pert testimony given by our members in three different 
cases. The complaints were not made in writing, and 
the testimony did not appear to be of such questionable 
character that further investigation seemed necessary. 

In the February, 1944, issue of MINNESOTA MEDICINE, 
page 145, Dr. Julian F. DuBois, Secretary of the Min- 
nesota State Board.of Medical Examiners, gave a brief, 
interesting report of the work of our Committee under 
the title of “A Friendly Admonition Concerning Med- 
ical Testimony.” It is well worth reading. 

E. M. Hammes, M.D., Chairman 


COMMITTEE ON NERVOUS AND MENTAL DISEASES 


The Committee on Nervous and Mental Diseases was 
created in 1943. Three meetings were held. The Com- 


mittee decided to focus its attention on state hospital 


problems, to interest itself in good medical procedures 
therein, and to develop influences toward improving the 
state hospitals. 

Mr. Carl H. Swanson, Director of the Division of 
Public Institutions, and Mr. Frank R. Chailquist, As- 
sistant Commissioner of Administration, attended one 
meeting of the Committee. These gentlemen informed 
the Committee of the advantages and disadvantages of 
the encumbrance system of bookkeeping controlling the 
state hospitals’ budgets since the Reorganization Act 
of 1939. Briefly, the advantages are the savings it ef- 
fects and the disadvantages are the difficulties expe- 
rienced in obtaining hospital supplies. 

The Director of the Division of Public Institutions 
outlined his program for state hospitals as follows: 

All state hospitals to be receiving hospitals. En- 
abling legislation will be requested of the 1945 State 
Legislature. 

2. The state will then be districted so that patients 
will be sent to the hospitals in closest proximity to their 
counties of settlement. 

3. As a postwar medical program. 
modernize various hospital buildings ; 
ical staffs; (c) Increase nursing personnel, i.e., grad- 
uate nurses and attendants, by employing.a greater 
number of the former; (d) Establish outpatient clinics 
at each state hospital; (e) Expand extramural care 
of patients. 

The Committee endorsed this program for state hos- 
pitals and recommends to the Association that when 
these matters become more imminent, the proposals be 
restudied in detail with the purpose of specifically lend- 
ing support for them by the medical profession. The 
Committee inquired into the possibility of greater fa- 
cilities for the care of the feeble-minded. The 1941 
State Legislature appropriated funds for a 500-bed ad- 
dition to the Minnesota School for the Feeble-minded at 
Faribault. Priorities prevented construction but fed- 
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(a) Replace or 
(b) Increase med- 


eral approval is anticipated. These buildings will ‘iouse 
all feeble-minded patients now committeed who are most 
urgently in need of institutionalization. Further f{acil- 
ities are not in order for the present. No action on 
the McLeod County Medical Society resolution seems 
necessary at this time, therefore. 
J. C. McKtntey, M.D., 


Chair:;:an 


COMMITTEE ON INDUSTRIAL HEALTH 


The increasing interest in industrial health as 2 spe- 
cialty of medicine and as a factor in the public licalth 
program of the state has been a source of encourage- 
ment to the committee this year. 

A questionnaire sent to all physicians of the state this 
year showed that a considerable number are willing to 
participate in industrial health work on a part-time 
or consultant basis and even more would be interested 
in a short course on the subject at the Center for Con- 
tinuation Study on the University campus. 

A total of 343 responded to the questionnaire. Of 
these, 8 indicated that they are now in full-time indus- 
trial service; 18 that they are now serving as consult- 
ants in industrial health; 84 that they are on part-time 
service; 47 that they are on call. A total of 6 who are 
not now in industrial health service said they would 
like to serve full time: 33 are willing to serve as con- 
sultants; 148 are willing to serve part time; 26 are 
willing to be on call. One hundred and forty declared 
that they would attend a course on industrial medicine 
at the University. 

The complete list of names secured through | this 
questionnaire is now on file at the State Office and will 
be made available, by the order of the Council, to any 
employers seeking the aid of physicians to establish or 
extend plant medical services in their areas. 

The Committee will work with Dr. L. W. Foker, 
Director of the Division of Industrial Hygiene and the 
University authorities, to arrange a course on industrial 
health at the University as soon as possible. 

Several appeals have been made to the membership 
on various occasions to send occupational disease re- 
ports to the Division of Industrial Health. Many phy- 
sicians are failing to do so, however, and the Commit- 
tee, accordingly, wishes to make a special request of the 
delegates to see that members of their respective so- 
cieties understand the purpose and importance of these 
reports. Many apparently do not know that a report is 
required by law within 24 hours whenever a case of 
occupational disease is diagnosed. The law provides, al- 
so, that these reports shall be used only for purposes 
of study and that they cannot be used in any litiga- 
tion which may ensue. They are absolutely essential, 
however, as a basis for studies of the Division looking 
to better health conditions in industries of the state. 

Careful study of the new Occupational Disease law 
passed by the last legislature has developed the fact 
that a large number of x-ray examinations will be re- 
quired in certain industries. In some instances pre-em- 
ployment x-ray examinations are indicated for every 
worker, to be followed by periodic examinations dur- 
ing future employment. A subcommittee appointed to 
investigate the matter of fees to be charged for these 
x-rays made the following recommendation: If the 
number of x-rays required in any given plant or in- 
dustry is large, a fee of not more than $5.00 should 
be charged for each x-ray. 

In accordance with the report of this subcommittee 
and because higher fees have led, in other states, to the 
practice of installing plant x-ray equipment and sending 
films elsewhere for interpretation, the Committee unan- 
imously voted to recommend that the House of Dele- 
gates at this session adopt a maximum fee of $5.00 for 
mass X-ray examinations made under the Occupational 
Disease law of the State. 


A. E. Witcox, M.D., Chairman 
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COMMITTEE ON INTERPROFESSIONAL RELATIONS 


Nursing Problems 


1. Nursing Care for Civilians —Further report on ef 
forts to provide more adequate nursing care for civil- 
ians. The report of the Committee on Interprofessional 
Relations presented to the House of Delegates in May, 
1943, set forth the nursing problems as they refer to 
civilians and the methods which are being undertaken 
to solve these problems. We wish to report here the 
further progress made in this direction: 


(a) Paid auxiliary workers or non-professional 
nurses— 

The Advisory Council on Rural Nursing Service 
which is composed of two members of the State Board 
of Examiners of Nurses, the Minnesota Nurses Asso- 
ciation, the Minnesota Hospital Association and the Min- 
nesota State Medical Association, worked out a full 
program for the training of auxiliary workers or non- 
professional nurses. Requirements for admission to 
training, the curriculum, and a list of duties which such 
workers were to be allowed to perform upon satisfac- 
tory completion of the curriculum, were set forth. A 
questionnaire was sent out to all hospitals of twenty- 
five beds or more which did not have courses of train- 
ing for nurses leading to eligibility for registration, for 
an expression of their interest in the plan for training 
auxiliary workers. Sixteen hospitals reported favorably 
to the questionnaire and wished further assistance; eight 
hospitals advised that they were not interested at the 
present time; and five hospitals, while interested in the 
program, were unable to carry it out at the time. 

In order to carry on this program, the Advisory 
Council believed that it would be necessary to have 
full-time supervision of the project. A budget was pre- 
pared of the estimated yearly expenses which amounted 
to approximately $5,000. The Minnesota Nurses Asso- 
ciation agreed to supply services equal in value to $1,000 
per year. The remaining $4,000 was to be supplied by 
the Minnesota Hospital Association and the Minnesota 
State Medical Association. It was hoped that after the 
program was set in motion it would become largely self- 
supporting, if not entirely so, from fees paid for the 
licensing of the workers. The budget was presented 
to the Council of the Minnesota State Medical Asso- 
ciation for their reaction. Because of the fact that in 
the rural counties the hospital staffs and the medical 
men were extremely overworked, it was felt that they 
would not be able to spend the time required to teach 
auxiliary workers. Some of the hospitals were receiv- 
ing federal allotments for training nurses’ aides and it 
was pointed out that the State Emergency Council had 
funds for such purpose also. Members of the Council 
also stated that some of the counties were getting along 
satisfactorily with their present personnel and did not 
wish to initiate the program. It was moved that the 
Council express its appreciation for the work that had 
been done by the Interprofessional Committee and for 
their helpful suggestions; but that on account of pres- 
ent unsettled conditions, and the fact that the matter 
requires further study, the Council should go on record 
as favoring the plan, but should defer definite action. 
The Minnesota Hospital Association, upon learning of 
the action of the Council, took a similar stand. Con- 
sequently, the entire program is at a standstill because, 
without funds, the Advisory Council on Rural Nursing 
Service is not able to proceed further with this portion 
of its program. 

(b) Professional or Registered Nurse— 

The second problem which the Advisory Council on 
Rural Nursing Service considered was that of a long 
range program for training in rural hospitals nurses 
eligible for registration. Because it is impossible at the 
present time to secure adequate facilities and an ade- 
quate number of competent, trained instructors for 
opening new schools for training such nurses, action on 
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this problem has been deferred for an indefinite period 
of time. 


(c) The Nursing Problem in State Institutions— 

We have been informed by Mr. Carl H. Swanson, 
Director of the Division of Public Institutions of the 
State of Minnesota, that the problem of the shortage 
of nurses in our state institutions will be largely met 
by the use of senior and junior cadet nurses. It is our 
understanding that the effective date of this program is 
April 1, 1944. 

2.-Proposed Revision of the Nurse Practice Act.— 
The Minnesota Nurses Association firmly believes that 
the present Nurse Practice Act of the State of Minne- 
sota should be revised in the interests of the welfare 
of the general public. It is the plan of that Association 
to present a bill to the next Legislature providing for the 
revision of that Act. The bill would require the licens- 
ing of all who nurse for hire and the annual registra- 
tion of all nurses, both registered or professional, and 
non-professional. The effective date of the law would 
be one year after the end of the present World War. 
In preparing this bill in its final form and in presenting 
it to the Legislature, the Minnesota Nurses Association 
would appreciate the interest and support of the phy- 
sicians of the state. 

The bill provides a reasonable waiver for those al- 
ready engaged in the practice of nursing on the non- 
professional level. It also provides for a course of 
training for non-professional workers of nine to twelve 
months’ duration which course of training closely re- 
sembles that proposed by the Advisory Council on Ru- 
ral Nursing Service for the education of auxiliary work- 
ers or non-professional nurses. 

The bill in the form in which it will be presented 
to the Legislature, is not as yet available for study, but 
it is the understanding of the Committee on Interpro- 
fessional Relations that the Committee will have am- 
ple opportunity to study it prior to the meeting of 
the Legislature. 


Problems Involving Pharmacy and Medicine 


The Committee has discussed with representatives 
of the Committee on Interprofessional Relations of the 
Minnesota State- Pharmaceutical Association and Charles 
Rogers, Dean of the College of Pharmacy of the Uni- 
versity of Minnesota, certain problems bearing on re- 
lations between pharmacists and physicians and sur- 
geons. The problem of the dispensing physician and the 
counter-prescribing pharmacist received considerable at- 
tention. Out of the discussions with the pharmacists, 
grew a suggestion for the formation of a steering com- 
mittee for interprofessional relations as outlined below. 


Proposed Steering Committee for Interprofessional 
Relations of Medicine, Dentistry, Pharmacy, 
Nursing and Hospitals 


Representatives of the Minnesota State Pharmaceuti- 
cal Association suggested that the Chairman of the 
Interprofessional Relations Committee of the State Med- 
ical Association call a joint meeting of that committee 
and similar committees of the Minnesota State Dental 
Association, Minnesota State Pharmaceutical Associa- 
tion, Minnesota Nurses Association, and Minnesota Hos- 
pital Association for the purpose of forming a steering 
committee for all interprofessional relations of the 
groups specified. It was felt that every effort should 
be exerted to provide the best possible health service 
to the general public if the professions and hospitals 
are to continue to function with a minimum of govern- 
mental assistance and control. Such a steering commit- 
tee would aid in making possible a concerted joint ef- 
fort. Each of the groups represented would then be 
thoroughly informed of the activities of the others 
and a general program for all outlined and guided. It 
was felt that it would be important to stimulate better 


757 





PROCEEDINGS NINETY-FIRST ANNUAL SESSION 


interprofessional relations on the county and district 
levels. 


R dations 





1. We recommend, if the final bill for the proposed 
revision of the Nurse Practice Act appears to be a 
measure which will provide more adequate nursing care 
for the general public, that it be supported by the Min- 
nesota State Medical Association and that it be op- 
posed if it appears otherwise. 

2. We recommend that the Chairman of the Inter- 
professional Relations Committee of the Minnesota State 
Medical Association call a joint meeting of this commit- 
tee and similar committees of the Minnesota State Den- 
tal Association, Minnesota State Pharmaceutical Asso- 
ciation, Minnesota Nurses Association, and Minnesota 
Hospital Association for the purpose of forming a 
steering committee for all interprofessional relations of 
the groups, special emphasis of the committee to be 
placed on initiating, promoting and guiding activities of 
that nature on county and district levels. 

W. P. Garpner, M.D., Chairman 


COMMITTEE ON DIABETES 


The Committee on Diabetes has been called upon by 
government agencies several times during the past year 
for assistance in drawing up requirements for rationed 
food in special diets. 

The greatest problem has been to determine the av- 
erage supplementary rations for diabetic needs. These 
consist mostly of meats, fats and processed food. An 
adequate amount must be made available but a surplus 
is wasteful. It has been called to our attention that 
some patients have received rationed foods in amounts 
far above their needs. The committee has done what 
it could to aid in stopping this practice. Rationing of 
supplementary foods is better understood by both pa- 
tients and doctors at the present time, however, and we 
anticipate less trouble during the coming year. 

Another problem now under consideration by the 
committee involves better and more general instruction 
of diabetic patients in testing their own urine for sugar 
each day. The committee feels that this simple pro- 
cedure is one of the most important and most neglected 
phases in the treatment of diabetes, and a greater effort 
is needed on the part of the doctors of the state to teach 
their patients this procedure. 


J. R. Meape, M.D., Chairman 
COMMITTEE ON FRACTURES 


The Committee on Fractures met recently to consider 
the fee schedule requested by the Children’s Bureau for 
care of intercurrent illnesses or accidents to wives of 
enlisted personnel of the armed forces in connection 
with the EMIC program. Another meeting of the com- 
mittee will be held at the time of the state meeting at 
which time recommendations with regard to adoption 
of such a schedule will be drawn up for action by the 
House of Delegates. 

The State Committee on Fractures is the central body, 
organized to work closely with county fracture commit- 
tees throughout the state in an educational program to 
the physicians and the public on proper haridling of 
fractures. This program has not been pushed actively 
this year because of wartime shortages; but it is our 
opinion that the structure and objectives should be 
maintained and a renewed effort made to carry on 
work of the committee as soon as conditions permit. 


V. P. Hauser, M.D., Chairman 


COMMITTEE ON CHILD HEALTH 


The last meeting of the Committee on Child Health 
was held in Minneaoplis at the time of the meeting of 
the State Medical Association. The only subject on the 
agenda of that meeting that was not disposed of was 
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a consideration of the advisability of making rheumatic 
fever a reportable disease in the state of Minnesota. 
It was the sense of the members that this be civen 
further study. 

No urgent matters have been submitted to the Com- 
mittee for consideration. There are, however, several 
matters which will constitute the agenda for the break- 
fast meeting scheduled for 7:30 a.m. on April 14 during 
the 1944 session of the State Association. 


R. L. J. Kennepy, M.D., Chairman 


COMMITTEE ON OPHTHALMOLOGY 


Since the report of the Survey of Visual Health of 
the School Children in Rural Hennepin County made 
last year, a follow-up system was carried out by the 
Hennepin County Public Health Nurses. This Survey 
originally was conducted by the Minnesota Society for 
the Prevention of Blindness, and the Minnesota State 
Medical Association, with the codperation of the Min- 
nesota Academy of Ophthalmology and Otolaryngology, 
the Hennepin County Medical Society and the Public 
Health Nursing Agencies. 

The follow-up program was carried on in the Hop- 
kins, Harley-Hopkins and Glen Lake districts. Of 371 
children contacted, 229 had been advised to have follow- 
up medical care. Of these, 143 had received care, forty- 
five had not-received the care which had been advised, 
and forty-one could not be contacted because they had 
moved elsewhere. Of the forty-five who did not have 
attention, thirty-four had 20/20 vision and no apparent 
difficulties as ascertained by the nurse, and only eleven 
still had less than 20/20 vision. 

This visual survey represented a great deal of work, 
was very well planned and carried out; resulted in the 
accumulation of much valuable data and presents a 
workable plan for future surveys. This survey result- 
ed in specialized eye care being given to all but a 
very small percentage of children with defective vision 
in rural Hennepin County. 

The Committee on Ophthalmology has consistently 
urged that such conditions as glaucoma and refractive 
errors of children, especially those with strabismus, be 
repeatedly brought to the attention of the general prac- 
titioner, by means of talks, packets and other literature, 
in order that he may aid in their early detection and 
treatment. 


T. R. Fritscue, M.D., Chairman 


COMMITTEE ON MATERNAL HEALTH 


At the 1943 meeting of the Committee on Maternal 
Health, a request from the Planned Parenthood Feder- 
ation of America to recommend a resolution approv- 
ing child spacing service by private physicians and pub- 
lic health services was discussed and the following mo- 
tion was made by Dr. Litzenberg, seconded by Dr. 
Kucera and unanimously passed: 

The Committee on Maternal Health recommends that 
the House of Delegates pass a resolution concurring in 
the action of the American Medical Association con- 
cerning the problems of contraception, stated as fol- 
lows: 

The American Medical Association has recommended 
that the legality of the use of contraceptives be made 
clear to physicians; that the Association undertake in- 
vestigation of contraceptive devices and methods; that 
medical students be instructed in the problems of hu- 
man fertility; and that the dissemination of contra- 
ceptive advice be under medical control. _ 

The Maternal Mortality Study is being continted 
by a subcommittee of the Maternal Health Committee. 
The general summary has been completed, as well as 
several other papers dealing with groups of specific 
complications responsible for maternal deaths. These 
papers will be published in Minnesota Mepicine. The 
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reprints will be made up in booklet form when the en- 
tire series of papers has been completed. 

The Committee is studying ways and means of best 
using this material for educational purposes, particularly 
at meetings of the County Medical Societies. 

The Committee wishes to express its appreciation to 
Doctors A. J. Chesley and Viktor O. Wilson of the 
Minnesota Department of Health for their assistance 
in making this study possible. 

RusseE_t J. Mor, M.D., 


Chairman 


COMMITTEE ON MILITARY AFFAIRS 


There is nothing to report in the way of new activity 
by the committee this year. The members continue to 
be active in the Selective Service System and have 
been receiving “Certificates of Appreciation” from the 
President and signed by the State Governor. 

J. J. Catitrn, M.D., Chairman 
x * x 


Dr. McKintay: The report of the Historical Com- 
mittee is commended for its thoroughness. Completion 
of the book “Pioneer Medical History of Minnesota” is 
awaited with great anticipation by all members of the 
profession. It is imperative that the medical profes- 
sion help the committee at every opportunity to make 
the record complete. 

It was moved and seconded that the report be ac- 
cepted and Speaker Will called upon Dr. M. C. Piper, 
chairman of the committee. 


Dr. Preer: The problem of our committee grows 
larger as the work goes on. If we were to publish the 
papers we now have on hand in one volume we might 
have a book of four or five hundred pages; but it would, 
in the end be just a bound volume of reports. It seems 
to me it would be better to postpone publication until 
we had material for two or three volumes and that an 
editor, at some future time, should take the material 
and arrange and amplify it so that it would be a ref- 
erence book of value to generations in the future. We 
hope in the meantime that everybody will continue their 
interest and help us carry on our work. 

The motion to accept the report was unanimously car- 
ried. 

Dr. McKinlay then moved that the report of the Com- 
mittee on Medical Testimony be accepted and its work 
commended, and Speaker Will called on the chairman, 
Dr. E. M. Hammes. 


Dr. HAMMeEs: The committee still wants every mem- 
ber of the Society to keep an eye on the few practi- 
tioners who need guidance in the matter of medical 
testimony. It is rather a disagreeable job for the com- 
mittee to do this work; but it is willing to do every- 
thing possible to raise ‘the standard of medical testi- 
mony in this state to its highest possible level. 

The motion was seconded and carried. 


Dr. McKintay: The report of the Committee on 
Nervous and Mental Diseases is commended as out- 
standing. The emphasis might be placed on the part 
the practicing physicians must play in the recognition 
of cases that may be of danger to the community. The 
limited facilities of the School for Feeble-minded at 
Faribault are known, and their correction by the con- 
templated addition is recognized. It is considered that 
this addition will take care of the acute cases that ur- 
gently need hospitalization. 


Speaker Will called on Dr. J. C. McKinley, chairman. 


Dr. McKINLey: 


I would like to put a question to you. 
Our activities to date, have all been concerned with 
palliative measures that seem to be indicated here in the 
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state, in the handling of psychiatric problems. Person- 
ally, I think that is a good place to start, but a poor 
place to stop. When you consider that only four or 
five years ago we had around 25,000 beds for psychiatric 
cases, whereas now the number has run over 600,000. 
I think you will realize we are dealing with one of the 
major problems of society. 

At our committee meeting this morning, Dr. Hammes 
brought up the question of the possibility of legislation 
looking toward control of psychopathic criminals, those 
individuals who are sometimes called moral imbeciles, 
who are relatively uneducated, who can’t look ahead and 
who bother society by their criminality or near-crim- 
inality. They are a problem in our own state. About 
700 of them have been studied by technicians here. We 
estimate that there are about six million of them in 
the United States who are ambulatory and out in society. 
To these you would have to add the borderline psy- 
chiatrics, the paranoic individuals who have not been in 
enough trouble to be institutionalized. All in all, these 

people constitute an enormous problem; and it seems to 
me that, as a Committee on Nervous and Mental Dis- 
eases, we ought to have the courage to investigate and 
report, specifically, on measures to control and meet this 
problem, which is such a worry to the psychiatrist, in 
relation to the social system. Unquestionably such an 
investigation will bring up many controversial issues 
The church will be interested. The legal profession will 
be interested in the matter of franchise and control 
of these people; and I believe, personally, that we 
ought to make some effort to solve it. It is too hot a 
potato for the Committee, however, unless we have 
some directive to start the ball rolling. We shall keep 
our reports in confidence, of course, bringing them back, 
only, to the state society and possibly, later, with the 
society’s approval, enlisting the interest of sociologists, 
criminologists and the legal profession to see if there 
is some practical basic answer. Ultimately, I think, if 
we accept our responsibilities as we should, we must go 
ahead on these basic problems. I would like the reac- 
tion of the House of Delegates on this matter. 


Dr. HAMMEs: This problem is so large that it enters 
into every field of medicine. Except for sex delinquents, 
there is no legislation now that enables us to take care 
of this vast group of persons. It seems to me that the 
law should be broadened so that individuals who are 
potential criminals can be taken care of. Nothing can 
be done at the present time except to let. them run at 
large until they commit a crime which finally lands 
them in prison; but something should be done to pro- 
tect society against them. I feel that this committee is 
stable and reliable and that if this House of Delegates 
gives it permission to act as it thinks best, we may get 
some solution for this big problem. 


Dr. W. P. GARDNER, Saint Paul: As a member of the 
Committee, I agree with Dr. McKinley and would like 
to have an expression of opinion from the House of 
Delegates. 


Dr. C. K. Ronortt, Waverly: The medical profession 
has failed in this matter no more than the legislators. 
I am not at all afraid that we cannot get proper legis- 
lation through if only legislators understand. The trou- 
ble is they don’t understand. Let us inform our legis- 
lators and don’t let us hide. This is a big problem and 
needs attention. 


Dr. McKintay: I think this committee is potentially 
a powerful committee. We could safely let them lead 
us in this matter. We all feel it is a field that has to 
be pioneered first, in a committee, before it can be 
brought out for discussion in larger groups. I move 
that we include in our motion that the report of this 
committee be accepted and that the committee be direct- 
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ed, also, to undertake a study along the lines presented 
here today. 

The motion as amended was moved, seconded and 
carried. 


Dr. McKintay: The report of the Committee on In- 
dustrial Health is accepted and approved. It is the 
feeling of the committee that the physicians of the 
state are not sufficiently informed as to the Occupa- 
tional Disease Law, particularly as to the definition of 
occupational disease, and its medical and legal aspects. 
It is suggested that some further means be taken to in- 
form the profession of the state about this matter. 

The recommendation of the committee that the maxi- 
mum fee of five dollars be charged for mass x-ray ex- 
aminations under the Occupational Disease Law of the 
state is commended. 

Acceptance of the report was moved and seconded. 

Dr. F. J. Hirschboeck of Duluth answered a question 
from the floor about the five dollar x-ray fee, in the 
absence of the committee chairman. He said it ap- 
plied only when examinations are made en masse for 
a large number of employes in a given industry. 

The motion was carried. 


Dr. McKintay: The report of the Committee on 
Interprofessional Relations is commended. The Refer- 
ence Committee emphasizes Paragraph A of the rec- 
ommendations contained in the report to the effect that 
final judgment be deferred as to the proposed bill until 
its actual merits are determined. 

With regard to pharmaceutical relationships, all ef- 
forts to establish a sound therapeutic basis, rather than 
commercial propaganda, concerning vitamin items should 
be encouraged. 

Speaker Will called on the chairman, Dr. W. P. 
Gardner. 


Dr. GARDNER: In its preliminary form, the bill calls 
for the licensing of all nurses. It does specifically pro- 
vide that persons who wish to give nursing services 
gratuitously, such as neighbors caring for one another, 
may do so without licensing. It also provides that per- 
sons whose chief duties are not nursing, but housekeep- 
ing, for example, may assist in caring for the sick and 
_ not be considered nurses under the meaning of the 

ct. 

It provides for one thing which is also provided for 
in the present Nurse Practice Act; but which has never 
been carried out due to an erroneous ruling. The pres- 
ent act provides for annual registration of all registered 
Nurses. Such registration should have been carried out 
long ago, but it is being done now by ruling of our 
present attorney general. The new bill makes provision 
for non-professional or practical nurses now engaged in 
nursing to come under the act with a waiver, if they 
have been engaged in practical nursing for a period of 
two years or more prior to their application for registra- 
tion and if they are recommended by two physicians 
and two patients for whom they have worked. 


Dr. H. R. BAker, Hayfield: I would like to inquire 
if any provision is made for Nurses’ Aides. 





Dr. GarpNER: The bill provides for two Alassifica- 
tions: one for what we called registered nurses and 
one for all other persons who have ‘trained or expe- 
rience which allows them to qualify as practical nurses 
but not on a level with the registered nurse. That in- 
cludes Nurses’ Aides. The bill sets up the requirements 
for admission to training to those in the second classifi- 
cation. They will be licensed to practice as licensed 
attendants. They must be at least 20 years old, of good 
moral character, of good physical and mental health 
and must have at least an eighth-grade education or its 
equivalent, together with such other qualifications as the 
Board of Examiners for Nurses may require. 
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The applicant must have successfully completed an 
accredited course of training of approximately nine 
months’ duration. Allowances are made, as I said before, 
for those who are now in nursing practice below the 
registered nurse level. 


Dr. L. L. Socce, Windom: What would happen to 
graduates from the smaller hospitals who are not 
entitled to take examinations as registered nurses under 
this bill? Would they have to apply for a license? 


Dr. GARDNER: Under this bill they would have to 
apply for a license as Nurses’ Aides or attendants. At 
the present time their training does not give them credit 
toward the degree of registered nurse and so their 
status would remain the same as it is now. 

Dr. F. H. Dubbe of New Ulm asked if Dr. Kurten 
could tell the delegates about the Wisconsin law, spon- 
sored by the Wisconsin State Medical Society. 


Dr. Kurten: We have set up a nine-month train- 
ing course for girls who will be licensed as trained at- 
tendants. Our act does not have a “grandfather clause” 
(grandmother in this case) which takes in people who 
have been practicing as practical nurses. All who wish 
to practice under the new category must train for it 
now. I think this matter is extremely important be- 
cause we feel in Wisconsin that much of the state is 
without adequate nursing service and that many of the 
hospitals cannot qualify under the present high standard 
for registered nurses but can do a splendid job of 
training girls on a nine-month basis to function in all 
communities where people want somebody who is more 
than just an attendant for sick people. As a state so- 
ciety we proposed our bill and fought it through. 
After considerable difficulty with the Nurses’ Associa- 
tion we made them see our point of view—that we 
wanted to supply an urgent public need. We haven't 
started to’train our girls as yet because it is quite a 
tedious job to get the curriculum worked out and get 
the program under way. That part is now done, how- 
ever, and we are soliciting the schools for training. 

In response to a question, Dr. Kurten said that no 
standard fee for the services of these trained attend- 
ants had been set up. The fee will probably be estab- 
lished by the Nurses’ Association on a community basis. 
It may be four and a half or five dollars. The girls 
will not be allowed to do the work of a registered nurse 
but they may work in the hospitals. They will be al- 
lowed to do special nursing within certain limitations. 
They may care for the chronically ill but are not al- 
lowed to take care of acutely ill patients in the first 
four or five days, or of obstetric patients for the same 
period. Otherwise they may function as seems best in 
each case. Nurses are constantly raising their standards, 
he said. There is a move on foot now in the nurses’ 
associations to create a new category of registered 
nurses for the girl who graduates from a large uni- 
versity hospital with an academic degree of five years’ 
training. 

This is going to present a problem which we must 
deal with and the need of the people for practical nurs- 
ing care must be protected. , 





Dr. NorMAN BAKER, Fergus Falls: We are certainly 
not opposed to nursing education at as high a level as 
possible. In the small hospitals around the state, how- 
ever, most of us are now training Nurses’ Aides. We 
couldn’t run the hospitals without them. I believe it is 
a distinct hazard to the future of all these girls to al- 
low the State Board of Nurse Examiners to determine 
provisions for licensure. 

In response to a question as to how to classify a ru- 
ral hospital, Dr. Kurten said that in Wisconsin they 
classify a hospital having 50 beds or less, and a hospital 
pe ors Aa of an average of 30 patients, as a rural 
hospital. 
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Speaker Will called the attention of the delegates to 
the fact that the Committee on Public Policy of the 
state association should be consulted well in advance 
with reference to any bill in which they might be in- 
terested. 

It was moved, seconded and carried that the report of 
the committee be accepted. 


Dr. McKintAy: The report of the Committee on 
Diabetes is accepted and its emphasis commended. The 
common difficulty encountered by physicians in making 
special dietary requests to ration boards is noted. Fur- 
ther instruction of the patient may often make unneces- 
sary special dietary requests from ration boards, except 
possibly for meats and fats. 


Dr. J. R. Megane, Saint Paul, chairman: The big thing 
dealt with by the Committee on Diabetes has been the 
rationing problem. Some of the physicians have given 
patients blanks to -fill out themselves and the patients 
have asked for as much as thirty or forty pounds of 
meat and fifteen pounds of butter. We had to try to 
iron out the difficulties with the Ration Board. 

It was moved, seconded and carried that the report 
be accepted. 


Dr. McKtnray: Acceptance of the report of the 
Committee on Fractures is recommended in its en- 
tirety and it is also recommended that the association 
make available to the profession throughout the state 
information relative to proper immediate care of frac- 
tures. 

Circumstances make treatment of fractures in their 
early stages a general practitioner’s problem and, as a 
result, he must be kept abreast of the latest develop- 
ments and best methods of treatment. 

It was moved, seconded and carried that the report 
be accepted. 


Dr. McKintAy: The consideration by the Commit- 
tee on Child Health of the advisability of making rheu- 
matic fever a reportable disease in the state of Min- 
nesota is noted. In view of the apparent increase in 
this disease and its importance as a cause of chronic 
disease, this Reference Committee feels that further 
emphasis should be placed upon recognition and treat- 
ment. To this end, it would appear that making rheu- 
matic fever a reportable disease. would be of benefit. 
The committee report is commended and acceptance 
recommended. It was moved, seconded and carried that 
the report be accepted. 


_Dr. McKinray: Acceptance of the reports of the 
Committees on Ophthalmology, Maternal Health, and 
Military Affairs is recommended. 


It was moved, seconded and carried that these re- 
ports be accepted. 


(To Be Continued in October Issue) 


. 


Tuberculosis is unique among communicable diseases 
in the fact that its transmission from one person to 
another depends in large measure upon the dosage of 
bacilli and repeated opportunities for infection rather 
than upon a single exposure. Intelligent patients with 
occasionally positive sputum need not be a serious men- 
ace to members of their families or other associates if 
they have been properly educated—Esta H. McNett, 
American Review of Tuberculosis, November, 1942. 
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With the thrust of a needle, 
at the dictates of your judg- 
ment, you can help to steady 
the flickering fires of woman’s 
middle life . . . to check their 
erratic flaring . . . to make 
them glow more steadily. 

At your discretion, disturb- 
ing menopausal symptoms 
may be abated—struggling 
patients helped to find stabil- 
ity—by the judicious admin- 
istration of solution of estro- 
genic substances. 

Solution of Estrogenic Sub- 
stances, Smith-Dorsey. has 
won the confidence of many 
physicians in the performance 
of this delicate task. Coming 
from the capably staffed 
Smith-Dorsey laboratories— 
equipped to the most modern 
specifications, geared to the 
output of a strictly standard- 
ized medicinal—it deserves 
their confidence—and yours. 

It can help to steady those 
“erratic fires”... 


SOLUTION OF 


Estrogense 
Cuchstasecca 


SMITH-DORSEY 


Supplied in 1 cc. ampuls and 10 ce. 
ampu vials representing potencies of 
5,000, 10,000 and 20,000 units per cc. 
: & 
THE SMITH-DORSEY COMPANY « LINCOLN, NEBRASKA 
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+ Of General Interest + 





Dr. Ludwig R. Lima, Jr., of Montevideo has been 
appointed assistant railroad surgeon for the Chicago, 
Milwaukee Railroad in Montevideo. 


* * * 


Dr. Howard S. Selvig, formerly of Alexandria, Min- 
nesota, recently moved to Saint Paul, where he is a 
member of the staff of Bethesda Hospital. 


* * * 


Dr. G. H. Purves of Lake Benton has moved to Hen- 
dricks, Minnesota, where he is associated in practice 
with Dr. Peter E. Hermanson in the Hendricks Clinic 


and Hospital. 
i 


Dr. H. O. Padgett of Rochester will leave his prac- 
tice this month for active duty in the Navy. He will 
report to the U. S. Naval Hospital in Seattle on Oc- 
tober 10. 

xk * * 


Dr. C. E. Carlson recently moved from Aitkin, where 
he had practiced for the past nine years, to be associated 
with Dr. George Clifford in the Alexandria Clinic, Alex- 
andria, Minnesota. 


Dr. Miland E. Knapp, Clinical Associate Professor of 
Radiology and Physical Therapy, University of Min- 
nesota, was inducted as president of the American Con- 
gress of Physical Therapy at its annual meeting in 
Cleveland, Ohio, in August. 


* «@ ¢@ 


Dr. W. J. McCarthy of Madelia, who has practiced 
in that community for the past forty-seven years, retired 
in August. At the time of his retirement he was the 
oldest practicing physician in point of continuous service 
in Watonwan County. 


* * * 


Dr. Walter C. Alvarez of Rochester was the Alpha 
Omega Alpha lecturer for 1944 at the Vanderbilt Uni- 
versity School of Medicine at Nashville, Tennessee, July 
13. His subject was “The Effects of Emotion on the 
Human Body.” 


* * * 


Dr. Harry Lee Parker of Dublin, Ireland, who was a 
member of the staff of the Mayo Clinic, Rochester, 
from 1925 to 1934, has been elected president of the 
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OF GENERAL INTEREST 


“EUREKA! | THINK 
THIS IS IT!” 


SAID A DOCTOR WHEN SHOWN 
THE SPENCER BREAST SUPPORT 


SPENCER 
BREAST SUPPORTS 


Hold Heaviest Ptosed Breasts in 
Healthful Position 


Improve circulation and tone, rendering breasts 
less likely to inflammation or disease. En- 
courage squared shoulders, aiding breath- 
ing. Release strain on muscles and ligaments 
of chest, neck, shoulders and back. 


Aid Prenatal, Postpartum patients by protect- 
ing inner tissues, helping prevent outer skin 
from breaking; guard against caking and 
abscessing during postpartum. 


Spencers are never sold in stores. For a Spencer Special- 
ist, look in telephone book under “Spencer Corsetiere” 


or write direct to us. 
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Royal Academy of Medicine in Ireland and also pres- 
ident of the Dublin University Biological Association. 





Dr. C. L. Sherman of Luverne at the recent annual 
meeting of the Southwestern Minnesota Sanatorium was 
elected president of the Sanatorium Board for the 
thirtieth consecutive time. Dr. Sherman was chosen 
president when the Board was first organized in 1914, 
During that period he has witnessed a notable decrease 
in deaths from tuberculosis in the district. 



















Dr. D. S. Branham of Albert Lea, who has been 
overseas as Lieutenant Colonel in the Medical Corps the 
past two years, was in this country on leave in August, 
awaiting reassignment instructions. Dr. Branham’s son, 
Robert, is a First Lieutenant in the Engineering Corps 
of the Army. 





Dr. Norman Lende, who returned from an appoint- 
ment to the Health Department of the Panama Canal 
this summer, has located at Glencoe, Minnesota, where 
he has opened offices for the general practice of med- 
icine and surgery. Dr. Lende is a graduate of the Uni- 
versity of Minnesota Medical School and practiced at 
Faribault for eleven years before he accepted the ap- 
pointment in the Canal Zone in 1941. 















Russian War Relief Headquarters has announced 
that American people have contributed $13,715,070.99 in 
cash and contributions in kind to Russia in the first 
six months of 1944. Cash contributions received 
through the National War Fund amounted to $,091,- 
153.28. The total was more than twice the amount con- 
tributed in the first six months of 1943. 

Contributions in kind are accompanied by the name 
of the American donor. This gives a personal aspect 
to the giving which should assist in developing friendly 
relations between the two countries. 























* * * 


American College of Surgeons 
Postpones Congress 


For the third consecutive year the Annual Clinical 
Congress of the American College of Surgeons, which 
was to have been held in Chicago in October, has been 
cancelled. This action was taken after consultation 
with officials in Washington who emphasized the trans- 
portation shortage and the desirability of eliminating all 
convention travel as an aid to the war effort. The 
same officers will continue in office, and fellowship in 
the College will be conferred in absentia on the class of 
initiates of 1944. War conditions permitting, the Clin- 
ical Congress will be held in the fall of 1945. 
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When a patient 
seeks advice on the 


ADEQUACY 


OF INTERNAL MENSTRUAL PROTECTION... 


Both in independent laboratory tests 
and in careful clinical studies, Tampax 
tampons have been shown to possess a 


wide margin of safety in providing for’ 


intravaginal absorption of the flux. 


Though variations, of course, occur 
in the amount of blood lost during the 
period—most women have been found 
to conform within relatively narrow de- 
partures from the average of 50 cc.’. 


Even Junior Tampax provides amply 
adequate protection—with its absorp- 
tive capacity of 20 cc. for each tampon, 
or 200 cc. for the period (10 tampons 
are usually considered an ordinary 
month’s supply). In addition, Regular 
Tampax has a capacity of 30 cc., and 
Super Tampax 45 cc. for each tampon 
(or 300-450 cc. for the period). 


In a recent study” of 110 young 
nurses employing Tampax tampons for 
catamenial protection, it was found that 


“95 per cent used tampons with satis- 
faction all through menstruation.” 


In another series*, 18 (or 90%) of 21 
subjects had “complete protection” 
Also “complete protection was afforded 
in 68 (94%) of 72 periods reported.” 


Other clinicians’, investigating 
“twenty-five women under close insti- 
tutional observation”, noted that “with 
a tampon of proper size, absolute com- 
fort and complete control of the flow 
can be obtained . . . the obvious advan- 
tage of the small, medium and large 
sized tampon of the particular brand 
(Tampax) is to be noted.” 

The results of this research parallel 
the experience of thousands of women 
who have found that Tampax affords 
thoroughly adequate protection. 

(1) Am, J. Obst. & Gyn., 35:839, 1938, (2) 
West. J. Surg., Obst. & Gyn., 51:150, 1943. (3) 


Clin. Med. & Surg., 46:327, 1939. (4) Med. Rec., 
155:316, 1942. 


accepted for advertising by 
the Journal of the American Medical Association 





TAMPAX INCORPORATED nave 
ASSA 


PALMER, M CHUSETTS 


Please send me a professional supply 
of the three absorbencies of Tampax. 


CITY. 





ADDRESS. 











IN MEMORIAM 





In Memoriam 











EDWARD C. GAGER 


Dr. Edward C. Gager, a specialist in dermatology in 
Saint Paul for many years, died from gallstone ileus, 
July 29, 1944, at the age of sixty-two. 

Doctor Gager was born in Saint Paul, December 
16, 1882. He graduated from Central High School in 
1900, and the Medical School of the University of 
Minnesota in 1905. 


He began practice in Chamberlain, South Dakota, 
and later moved to North Branch, Minnesota. He 
began practice in Saint Paul in 1908, and became in- 
terested in dermatology, taking postgraduate work in 
Paris, Vienna, and the Postgraduate Medical Hospital 
in New York. He was Clinical Instructor in Derma- 
tology on the faculty of the University of Minnesota 
Medical School and was well informed in his specialty. 

Doctor Gager was a member of the Ramsey County 
Medical Society, the Minnesota State and American 
Medical Associations, the American College of . Physi- 
cians, and the Minnesota Dermatological Society. 

He is survived by three brothers, Paul C. Gauger of 
Memphis, Tennessee, Alfred R. Gauger of State Col- 
lege, Pennsylvania, and Ray R. Gauger of Saint Paul. 


ALBERT CHENEY HEATH 


Dr. Albert C. Heath, for many years a prominen: spe- 
cialist in ear, nose and throat diseases in Saint Paul, 
died at St. Luke’s Hospital, Saint Paul, April 21, 1944 
after suffering from Parkinson’s disease for a ntiunber 
of years. 

Dr. Heath was the son of the Rev. Albert Hay ford 
Heath and Lucy J. (Simonds) Heath, and was born 
in Auburn, Maine, November 10, 1868. His father was 
a Congregational minister and pastor of churches jn 
St. Johnsbury, Vermont, New Bedford, Massachusetts, 
and Saint Paul, as well as in Auburn. 

Dr. Heath prepared for Dartmouth at Friends’ Acad- 
emy in New Bedford, Massachusetts. At college he was 
a member of Alpha Delta Phi and Casque and Gauntlet 
societies and played third base on the baseball team. 

Soon after graduating from Dartmouth in 1891, he 
came to Saint Paul and attended the University of Min- 
nesota Medical School, earning his tuition as assistant 
to Dean Millard. After graduating in 1894, he interned 
at the City and County Hospital (Ancker) in Saint 
Paul and began general practice with an office on West 
Seventh Street. After two or three years he became 
assistant to Dr. Charles Lyman Greene, Saint Paul. 
After taking postgraduate work in New York and Bos- 
ton in 1898, he became associated with Dr. Jacob 
Shadle, specializing in ear, nose and throat diseases. In 
1905-06 he studied abroad in London, Edinburgh and 
Heidelberg under Dr. Killian. 
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SACRO-ILIAC BELT 


Popular Type 
pacer dies only 
A high grade Sacro-iliac 


Support made of Ortho- 

pedic Webbing—width 6” $4.00 
—well reinforced and 
supplied with perineal straps. Take 
measurements around hip 3” below the 
Iliac Crest. Stock sizes: 30" to 44”. Extra 
sizes on special order. 
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(Continued from Page 766) 

Dr. Heath was at one time on the staffs of the City 
and County Hospital, the Northern Pacific Beneficial 
Association Hospital and St. Luke’s Hospital and was a 
fellow of the American College of Surgeons. 

He married Ray Lamprey of Saint Paul in 1901, and 
had three children, Albert C., Jr.. Morris L. and Eve 
Goodhue. 

Dr. Heath was a member of Nu Sigma Nu fraternity 
and belonged to the Ramsey County Medical Society, 
the Minnesota State and American Medical Associations, 
and the Minnesota Academy of Medicine. Since his 
retirement from practice some ten years ago, he has 
lived in his country home at Arcola, near Marine, on the 
banks of the St. Croix River. 

Dr. Heath was blessed with many good friends, both 
within and without the profession, who appreciated him 
for his social and professional qualities and his patience 
during his last years of illness. 


J. WILLIAM PARKER, JR. 


Word has been received of the death of Dr. J. Wil- 
liam Parker, Jr., former fellow in surgery of the Mayo 
Foundation, Rochester, which occurred on July 16, 1944, 
at the Illinois Central Hospital, Chicago, Illinois. 

Dr. Parker was born at Warsaw, Illinois, on January 
21, 1895. He received the degree of B.S. in 1919 and of 
M.D. in 1920 from the University of Illinois. He was 
an intern at the Chicago Lying-In Hospital and at the 


Grant Hospital of Chicago. He entered the Mayo foun- 
dation as a fellow in surgery on April 1, 1922; he left 
the Mayo Foundation on January 1, 1927, at which time 
he established a practice in surgery and urology in Chi- 
cago which he continued until the time of his recent ill- 
ness. Dr. Parker was a member of the American Med- 
ical Association and of the Alumni Association of the 
Mayo Foundation. 





BUY MORE WAR BONDS 











Largest Orthopedic Manufacturers 
in the Northwest 


SPECIALISTS! 


Extension Shoes and Clubfoot 
Corrections . . . Abdominal and 
Arch Supports ... Braces for 
Deformities . . . Elastic Stockings 
. » » Expert Truss Fitters ... 


J 
Seelert Orthopedic 
Appliance Company 


88 South 9th Street 
Minneapolis MAin 1768 




















Control Board 








Radiation Therapy Institute 


of Saint Paul 


GHARLES T. MILLER 
HOSPITAL 


You are cordially invited to visit the Radiation 
Therapy Institute and inspect its facilities 


Edward Schons, M.D., Director J.P.Medelman, M.D., Associate Director 


Facilities for Radium and Roentgen Ther- 
apy. Including Million Volt Constant 
Potential Installation of Most 
Advanced Design. 
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Prescribe 
a balanced food . 





ederle 


CeREVIN 


AVITAMIN FORTIFIED, PRE-COOKED CEREAL 











SG ZY} | \\) / EREVIM HAS BEEN FORMULATED by au- 
W44,) lf C thorities on nutrition as a very impor- 
“il 474 tant article of the diet for an important 
= member of the household, the baby. In 
deciding its content many questions arose— 

Should it contain cereal grains? Whole wheat 
meal, oat meal, wheat germ, yellow corn 
meal and barley were added. 

Should it include protein of high biological 
value? Dried skimmed milk, one of the best 
sources of such protein, was added. 

Should it include natural vitamin B complex? 
Dried brewers’ yeast was added. 

Should it contain additional vitamins to make 
sure of ample supply? Thiamine hydrochlo- 
ride (B,), riboflavin (B.) and niacin (anti- 
pellagra factor) were added. 

Should it contain added iron and calcium? 
Both were introduced into the formula. 

Was this an ideal balance of nutrient vitamins 
and minerals? It was put to the test of micro- 
biological assays, chemical analysis, animal 
feeding experiments, and then compared 
carefully with the daily vitamin allowances 
recommended by the Food and Nutrition 
Board of the National Research Council. 
It met these tests easily. 








CEREVIM has been found highly satisfactory in 
Babies - Convalescents - Surgical Cases 
Pregnancy - Lactation 
Boxes of 12— and 1 Ib. 


*Reg. U. S. Pat. Of. 


LEDERLE LABORATORIES |%ms|INC. _ 


COMPANY 
30 ROCKEFELLER PLAZA. NEW YORE 20 NEW YORE 
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REPORTS AND ANNOUNCEMENTS 


Efectv 


Tue effectiveness of Mercurochrome 
has been demonstrated by more than twenty 
years of extensive clinical use. For professional 
convenience Mercurochrome is supplied in 
four forms—Aqueous Solution in Applicator 
Bottles for the treatment of minor wounds, 
Surgical Solution for preoperative skin dis- 
infection, Tablets and Powder from which 
solutions of any desired concentration may 
readily be prepared. 


Mercwchiome 


(H. W. & D. brand of merbromin, dibromoxymercurifluorescein-sodium) 


is economical because stock solutions may be 
dispensed quickly and at low cost. Stock solu- 
tions keep indefinitely. 

Mercurochrome is antiseptic and relatively 
non-irritating and non-toxic in 
wounds. 

Complete literature will be fur- 
nished on request. 








HYNSON, WESTCOTT 
& DUNNING, INC. 
BALTIMORE, MARYLAND 
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OMAHA MID-WEST CLINICAL SOCIETY 

The Omaha Mid-West Clinical Society will hold its 
twelfth annual session in Omaha, October 23-27, 1944, 
with headquarters at Hotel Paxton. 

The five-day program will be in the nature of a re- 
fresher course for specialists and general practitioners, 
and well known visitors from other parts of the coun- 
try will take part in the symposium on Diabetes, 
X-Ray Treatment, Acute Respiratory Infections, War 
Medicine and Surgery. 

Medical officers attending will not be required to 
pay the five dollar registration fee. 

Additional information may be obtained from Dr. 
J. D. McCarthy, Secretary-Director of Clinics, 1036 
Medical Arts Building, Omaha 2, Nebraska. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 

The tenth annual meeting of the Mississippi Valley 
Medical Society will be held at the Pere Marquette 
Hotel, Peoria, Illinois, Wednesday and Thursday, Sep- 
tember 27 and 28, 1944. 

Some twenty clinician-teachers will present the two- 
day program, the first day being an All-Chicago per- 
sonnel and the second day All-St. Louis. The program 
is specially arranged for general practitioners and all 
ethical physicians are invited to attend. 

Programs may be obtained from Dr. Harold Swan- 
berg, 209 W.C.U. Building, Quincy, Illinois. 


MEDICO-LEGAL CONFERENCE AND SEMINAR 


The Massachusetts Medico-Legal Society in conjunc- 
tion with the medico-legal departments of Harvard, 
Boston University and Tufts Medical Schools has ar- 
ranged for an all-day Conference to be held at the 
Mallory Institute of Pathology, Boston City Hospital 
on Wednesday, October 4, 1944. It will include lectures, 
demonstrations, and informal discussions concerning 
many _subjects in legal medicine, particularly stressing 
some of the more recent procedures. This meeting will 
be open to any registered physician, lawyer, police offi- 
cial, senior medical student or other medical investigator 
who may be interested and cares to register. No limit in 
number has been made. There will be no fee for regis- 
tration, While advance application is not essential, it 
would be helpful to those arranging the conference if 
notice of intention to attend be sent prior to October | 
to Dr. W. H. Watters, Department of Legal Medicine, 
Harvard Medical School, Boston. 

The Harvard Medical School, Courses for Graduates, 
with the codperation of the Medical Schools of Boston 
University and Tufts College offers a seminar in Legal 
Medicine to occupy the. entire week of October 2-7, in- 
clusive. It is planned particularly for medical examiners 
and coroners’ physicians but will be open to any other 
suitable graduate of an approved medical school. 

The course will be practical rather than theoretical 
and will consist of autopsy demonstrations, technique 
and interpretation of laboratory tests, study of the day- 
by-day cases of a medical examiner, round-table con- 
ferences, and the many subjects now included in the 
widening field of legal medicine. In order that each 
participant may receive the maximum benefit, the en- 
rollment has been limited to fifteen. For the Seminar 
the fee is $25. Application should be made on or be- 
fore October 1 to Harvard Medical School, Courses for 
Graduates, 25 Shattuck Street, Boston 15, Massachusetts. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 














Fertitity IN MEN. Robert Sherman Hotchkiss, B.S., 
M.D. Lt. Comm. (MC) U.S.N.R. (on active service) ; 
Assistant Professor of Urology, New York Univer- 
sity Medical College; Instructor in Surgery (Urology) 
Cornell Medical College; Assistant Visiting Attending, 
Dept. of Urology, Bellevue Hospital; Assistant Visit- 
ing Attending in Surgery (Urology) New York Hos- 
pital; Chief of Urological Clinic, New York Univer- 
sity Medical College Clinic. 216 pages. Illustrated. 


and 


FertiLitry IN Women. Samuel L. Siegler, M.D., F.A. 
to Attending Obstetrician and Gynecologist, Brook- 
lyn Women’s Hospital; Attending Gynecologist, Unity 
Hospital; Assistant Obstetrician and Gynecologist, 
Greenpoint Hospital; Attending Sterility Clinic, Green- 
point Hospital; Consultant in Gynecology, Rockaway 
Beach Hospital; Diplomate American Board of Ob- 
stetrics and Gynecology; Fellow New York Academy 
of Medicine; member Society for the Study of In- 
ternal Secretions. 450 pages. Illus. Price, cloth, $8.00, 
2 volumes in slip case. Philadelphia: J. B. Lippincott 
Co., 1944. 


SEGMENTAL NEURALGIA IN PAINFUL SYNDROMES. Ber- 
nard Judovich, B.S., M.D., Instructor in Neurology, 
Graduate School of Medicine, University of Pennsyl- 
vania; Clinical Instructor in Neurology, Women’s 








INGLEWOOD 
NATURAL" 
SPRING WATER 





GEneva 4351 
Naturally Mineralized, Naturally Healthful 
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| Cook County 
Graduate School of Medicine 
| 
| 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two-Week Intensive Course * Surgical 
Technique starts September 18, October 2, and every 
two_ weeks throughout the year. One-Week Course 
in Colon and Rectal Surgery starts October 16. 

MEDICINE—Two-Week Course in Internal Medicine 
starts October 16. 

GYNECOLOGY—Two-Week Intensive Course starts 
October 2. One-Week Course in Vaginal Approach 
to Pelvic Surgery starts October 23. 

OBSTETRICS—Two-Week Intensive Course starts Oc- 
tober 16. 

ANESTHESIA—Two-Week Course in Regional, Intra- 
venous and Caudal Anesthesia. 

GASTROSCOPY—Personal Course starts October 2. 

OTOLARY NGOLOGY—Two-Week Intensive Course 
starts October 2. 

ROENTGENOLOGY—Courses in X-ray Interpretation, 
Fluoroscopy, Deep X-Ray Therapy every week. 

UROLOGY—Two-Week Course and One-Month Course 
available every two weeks. 

er stem -Day Practical Course every two 
weeks, 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: 
Registrar, 427 S. Honore St., Chicago 12, Ill. 
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In addition to our Professional Liability 
Policy for private practice we issue a 
special 
MILITARY POLICY 
to the profession in the Armed Forces 
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Back On The Market 


w 
The popular McIntosh BIOLITE for infra 
red therapy is back on the 
market again. 


Model No. 3610 with 300 Watt element 
$12.50 f.0.b. St. Paul 

Model No. 3386 with 600 Watt element 
$27.50 f.0.b. St. Paul 


If you have been waiting for a good 
infra red lamp, order it now. 


BROWN & DAY, INC. 


St. Paul 1, Minnesota 
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For Ethical Practitioners Exclusively 
(59,000 POLICIES IN FORCE) 





$5,000.00 accidental death $32.00 


$25.00 weekly indemnity, accident and sickness per year 


$10,000.00 accidental death $64.00 


$50.00 weekly, indemnity, accident and sickness per year 
For 

$15,000.00 accidental death $96.00 

$75.00 weekly indemnity, accident and sickness per year 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 














42 years under the same management 


$2.600,000.00 INVESTED ASSETS 
$12,000,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


86c out of each $1.00 gross income 
used for members’ benefit 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
400 First National Bank Building OMAHA 2, NEBR. 
772 ; 


Medical College; Chief of Neuralgia Clinics, Phila- 
delphia General Hospital, Graduate Hospital and Wom. 
en’s Medical College Hospital, Philadelphia; and Wij- 
liam Bates, B.S., M.D., F.A.C.S., F.L-C.S. Professor 
of Surgery, Graduate School of Medicine, University 
of Pennsylvania; Consulting Surgeon, Babies’ Hospital 
and Philadelphia Home for Incurables; Consulting 
General Surgeon, Wills Hospital, Philadelphia, Pa, 
Foreword by Joseph C. Yaskin, M.D., Professor of 
Neurology, Graduate School of Medicine, University 
of Pennsylvania. 313 pages. [llus. Price $5.00, cloth, 
Philadelphia: F. A. Davis Co., 1944. 


PotioMyeELitis. E. C. Rosenow, M.D., Professor of Ex- 
perimental Bacteriology, University of Minnesota, 
Mayo Foundation, Rochester, Minnesota. 86 pages, 
Illus. Paper cover. New York: International Bulle- 
tin, 319 West 103rd St., 1944. 


THe ANALYSIS AND INTERPRETATION OF SYMPTOMS. Ed- 
ited by Cyril M. MacBryde, M.D. 302 pages. Illus. 
Price, $4.00, cloth. Philadelphia: J. B. Lippincott Co,, 
1944. 


PSYCHOSOMATIC MEDICINE. Edward 
M.D., and O. Spurgeon English, M.D. 
Price $80.00. Philadelphia: 
1943. 


Weiss, 
687 pages. 
W. B. Saunders Co., 


“Phychosomatic medicine is a new term but it de- 
scribes an approach to medicine as old as the art of 
healing itself.” The psyche (mind) and soma (body) 
profoundly influence one another. The psychological 
and physiological mechanisms of the individual are not 
separate entities. They are indivisible in the etiology 
and symptomatology of any disease. Diagnosis must 
therefore be founded upon psychobiology and the phy- 
sician must know psychopathology as well as tissue 
pathology. Treatment includes both psychotherapy and 
organic therapy. 


Psychosomatic medicine is chiefly concerned with 
those sick people who do not have any definite bodily 
disease to account for their illnesses, whose ailments 
are purely functional. Secondly, it deals with those who 
do have organic disease but whose symptoms are in 
part dependent upon emotional factors. Thirdly, it con- 
siders those who have organic disease related to the 
sympathetic nervous system wherein the psychic factor 
is important in the etiology and treatment. 


Psychosomatic Medicine is an excellent treatise for 
the general practitioner and specialist alike. The sub- 
ject is clearly presented with a minimum of case re- 
ports and the chapters are conveniently arranged. One 
may obtain a general idea of the subject by reading the 
first chapter on the principles of psychosomatic medicine, 
the second on personality development and psychopath- 
ology and the last four on psychotherapy. One may 
study the subject further by reading the intervening 
seventeen chapters which deal with the cardiovascular, 
gastro-intestinal, endocrine, genito-urinary, respiratory 
and central nervous systems, the special senses, certain 
special topics and military medicine. 


Roya C. Gray, M.D. 
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